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TREATMENT OF WAR FRACTURES BY THE CLOSED METHOD*« 


J. TRUETA, M.D. 
Late Director of the Department of Surgery, General Hospital of Satalunya, Barcelona 


Advance in the treatment of compound fractures has 
always been secured by the experience gained in time of 
war. Only in wars are fractures sufficient in number to 
permit a study of all the problems involved. This was 
evident in the great war, the last great conflagration 
which preceded the war in Spain. In the twenty years 
that have elapsed since the end of the great war progress 
has, however, been maintained because of the increase of 
casualties due to road and industrial accidents. For this 
reason the outbreak of the Spanish War found the study 
of injuries more advanced than at the end of the great 
war. 


Compound fractures in war may be produced by various 
projectiles: bullets fired from rifles or machine-guns, 
artillery fire, and aerial bombs. Injuries from aerial 
bombs are always more destructive than others, even 
gunshot wounds, so that in this paper I shall give special 
attention to air raid injuries because of the gravity of 
the lesions. 


Treatment of open fractures is not merely treatment 
of the bone but of the wound. Bone should be con- 
sidered as organic tissue which reacts similarly to other 
tissues, so that the fracture is only a wound of the bone. 
Treatment of the wound is then the principal part of 
treatment of open fracture. 


At all times the treatment of open fractures has been 
directed towards two objects: (a) to avoid or to over- 
come the infections which jeopardize the life of the 
wounded or his fractured limb; and (b) to obtain the 
best possible reduction of the fragments, and by immobil- 
ization to secure consolidation of the fracture without 
deformity. 


In all surgical works of the past these two aims have 
been prominent. In the writings of Ambroise Paré, for 
example, his preoccupation with these problems is evident. 
Against infection he recommends a paste containing 
turpentine, comparable to the use of antiseptics three 
centuries later, and for immobilization of the fracture he 
advocates splints, which are illustrated in his books. Paré 
was the first surgeon who opposed the custom of his time 
of cauterizing wounds by means of boiling oil with the 
idea of destroying the “ poisons ” produced in them. Like 
Many other advances in surgery, this innovation came 
about by accident. He described it in the following 
Words : 


* Republished from the Proceedings of the Royal Society of 

— 1939, 33, 65, by kind permission of the Honorary 
Ors. 


“ At length my oil lacked and I was constrained to apply in 
its place a digestive made of yolk of eggs, oil of roses, and 
turpentine. That night I could not sleep at my ease, fearing 
that by lack of cauterization | would find the wounded upon 
which I had not used the said oil dead from the poison. 
I raised myself very early to visit them, when beyond my hore 
I found those to whom I had applied the digestive medicament 
feeling but little pain, their wounds neither swollen nor 
inflamed, and having sleep through the night. The others to 
whom I had applied the boiling oil were feverish, with much 
pain and swelling about their wounds. Then | determined 
never again to burn thus so cruelly the poor wounded by 
arquebuses.” 

I will not waste further time with the history of the 
subject, but will discuss only the weapons we use against 


infection and deformity in open fractures. 


AVOIDANCE OF INFECTION 
Local Antisepsis 


From the time that Lister applied to surgery the dis- 
coveries of Pasteur, antiseptics were considered the most 
efficient means of avoiding infection of wounds. The 
great progress which Lister’s technique represented was 
not, however, generally accepted for many years, and 
Lister had great difficulty in obtaining recognition for the 
new methods, which were so opposed to the concepts in 
vogue in his time. 


Beginning with Lister’s carbolic acid and the mercury 
derivatives advocated by Koch, trial of new antiseptic 
products has continued up to our own day. Each new 
antiseptic has been an improvement on the one that has 
preceded it, in both its bactericidal power and its lessened 
toxicity for the tissues of the body. Progress continued 
until the time of the great war, when Alexis Carrel 
introduced continuous irrigation with hypochlorite solu- 
tions. This was shown to be more efficient than any 
antiseptic used up to that time, because it united to its 
bactericidal power a very weak toxicity for the cells of the 
body. The reason for the efficacy of continuous irriga- 


tion with Carrel-Dakin solution was not properly appre- 


ciated. The good results were ascribed to its great bacteri- 
cidal power, whereas the real reason was that its slight 
toxicity allowed the tissues to react against infection. This 
was confirmed by Sir Almroth Wright, who obtained the 
same or even better results from the use of hypertonic 
solutions which had no antiseptic power but which acted 
physically in promoting drainage. Post-war experience has 
shown the doubtful value of antiseptics as a means of 
preventing infection in wounds, and in my opinion the 
war in Spain has confirmed this. 
4117 
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Biological Antimicrobic Methods 


The vogue for vaccines and serum, which some years 
ago was extensive, has also diminished. Apart from anti- 
tetanic serum and to a less extent anli-gas-gangrene serum, 
the use of sera for all other wound infections fails to 
produce effective antibodies because of lack of specificity. 


Chemotherapy 


Since the publication of the work of Domagk com- 
pounds of the sulphanilamide group have been widely 
used in the treatment of wound infections. This new 
method of treatment has been advocated with the same 
enthusiasm as was the introduction of the other forms of 
antisepsis: Apart from the complications, such as 
nephritis, anaemia, erythematous rashes, and petechiae, 
which are observed when these drugs are used for severe 
infections and in large doses, I do not share the enthusiasm 
which was expressed in a monograph published in Spain 
during the war by Drs. D’Harcourt, Folch, and Bofill 
(1938). I have not seen good results in severe infections 
of the limbs, though in pleuropulmonary infections. and 
in some cases of meningo-encephalitis the results have 
been more encouraging. I believe it is necessary to use 
sulphanilamide compounds with prudence, never exceeding 
6 or 7 grammes a day, and reducing the amount as soon 
as the drug is beginning to produce beneficial effects. 


Excision of the Wound 


Until the year 1897, when the German surgeon, P. L. 
Friedrich, published his experimental work on excision of 
contused wounds as if they were neoplasms, the factor of 
the vitality of the tissues as a decisive element in the 
struggle against infection was not given its due import- 
ance. Since then this principle has been appreciated, and 
in the great war it was finally accepted. No treatment 
against infection, such as antisepsis of the wound or the 
use of sera, is employed to-day without first excising all 
damaged tissues, particularly those deprived of circula- 
tion. The only variation has been in the selection of the 
tissues which must be excised most radically. Contrary 
to the opinion held during the great war by surgeons 
like Leriche, I believe that the greatest danger of infection 
lies not in bone but in muscles. Bone plays an almost 
passive part in infections and is only invaded secondarily 
after colonization of the organisms in the soft tissues. 
Dead muscle tissue is a favourable soil for the develop- 
ment of anaerobic infections, and for this reason must be 
excised meticulously. Small haematomata in the inter- 
muscular spaces are good culture media which should be 
followed up systematically. Skin, on the other hand, pro- 
vided it has a good blood supply, should be preserved, 
only the edges of the wound being resected with scissors. 
After the publication of Friedrich’s work and the experi- 
ence which followed it, but especially as a consequence 
of the great war, a new factor gained importance— 
namely, the time which elapses between the production 
of the wound and the removal of the devitalized tissues. 
As a result of the experience of the great war eight 
hours was considered the limit as the optimum time for 
operation before infection of the wound occurred. But 
this limit is not exact because it varies in relation to the 
degree of destruction of the tissues. I have been able to 
see in hundreds of cases an aseptic course in wounded 
patients operated on after eight hours, provided the 
wound was but little contused, as, for example, in wounds 
produced by bullets fired from a distance. On the other 
hand, in wounds from shrapnel, and especially those pro- 


duced by aerial bombs, infection occurs much earlier, 
often in less than four hours. 


Shock 


Patients with compound fractures produced in air raids 
showed signs of shock immediately after infliction of the 
wound, but this shock generally disappears with appro- 
priate treatment, especially morphine, lobeline, heat, and 
transfusion of blood. Rest, physical and psychological, 
also helps to revive these patients. To this primary or 
psychic shock is added secondary or true shock when the 
wound has not been properly treated within a few hours, 
In extensive wounds of the limbs I have been able to 
observe clinically, perhaps for the first time on a large 
scale, that true shock is the result of absorption of disin- 
tegrating tissues. After air raids in Barcelona it has been 
possible to operate radically on hundreds of patients with 
severe wounds of the limbs within half an hour, and some- 
times within twenty minutes. After treatment of the 
primary shock a meticulous operation was performed, all 
the devitalized tissues being removed and the limb itself 
preserved wherever possible. When operation was under- 
taken immediately it was common to observe that secon- 
dary shock did not occur, nor did generalized infections 
develop. If true shock is to be avoided, I am convinced 
that operations for compound fractures with extensive 
wounds should be performed within the limit of two 
hours. In this I agree with Professor Manuel Bastos, 
who reached similar conclusions from experience in 
Madrid, where because of the proximity of the front it 
was possible to operate within this optimum period. Un- 
fortunately, this limit of two hours cannot always be 
observed in the Army, because of the difficulty of trans- 
porting the wounded to the casualty clearing hospital, 
especially when the numbers are great and many have to 
be collected from between the two lines of fire. On the 
contrary, in bombarded cities the existence of civilian 
hospitals within the town allows immediate assistance to 
the injured, provided the organization is adequate. 


Physical Methods: Open Treatment 


Among the procedures aiming at sterilization of the 
wound by physical means, open treatment has been most 
widely followed, and has given the best results. Suggested 
during the great war by the German surgeon F. Schede 
(1915) and accepted immediately by Braun and later by 


Bonaler, this method has produced excellent results. Schede — 


used plaster casings with windows, as later did Bohler, 
while Braun only fixed the limb by a splint with the 
wound uncovered. The results that I have obtained by 
this technique have not been unfavourable, especially the 
promotion of healing under the slough, but it is of limited 
use in deep wounds of the limbs because retained secre- 
tions remain undrained under the slough. Only in severe 
trauma of the lower limb when there is doubt about the 
possibility of saving the limb is it necessary to watch the 
state of nutrition of the tissues for two or three days. In 
these cases it is advisable to employ open treatment, after 
immobilizing the limb correctly by continuous traction and 
a good splint, such as Thomas or Braun. This treatment, 
by exposure to the air, is better than the use of antiseptics, 
because it does not interfere with the natural defence 
mechanism of the body, while allowing the surgeon to 
watch the wound without the necessity for handling it. 
Also it is painless and simple. This technique, like the 
use of antiseptics, is employed only after complete ex- 
cision of the wound—that is, after applying the principle 
of Friedrich. : 
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Drainage 


One of the factors which favour the development of 
infection is retention of discharge, especially when, as 
in all war wounds, colonies of organisms exist in the 
depth of the wound. Good drainage is essential, for a 
badly drained cavity allows the collection of fluid, at first 
consisting of blood, but rapidly changing to pus. In my 
experience the best drain proved to be sterile absorbent 
gauze introduced between the tissues in the direction of 
the muscle fibres. Sometimes counter-drainage by a 
rubber tube was inserted through the plaster into the most 
dependent part of the cavity. 


Immobilization 


It is well recognized that movement increases the dis- 
semination of infection in the body and the absorption of 
toxins from wounds. This is probably due to interference 
with the local defence mechanisms through rupture of the 


small capillary and lymphatic thrombi by which the 


wound is isolated from the general circulation. Certainly 
it is true that a rigorous immobilization constitutes one 
of the most effective means of preventing and combating 
infection. 

What do we understand by a rigorous immobiliza- 
tion? An immobilization which prevents movement of 
all the tissues, but especially the most vascular—that is, 
the muscles. This protection against movement can only 
be obtained by enclosing the extremity under a rigid 
casing, which while preventing all movement, even the 
most insignificant, permits a geod circulation. The only 
known material which supplies this requisite is plaster-of- 
Experience in Catalonia is on this point con- 
The only disadvantage 
of plaster is that it prevents examination of the wound at 
any given moment. Fortunately this examination is 


_ Seldom necessary, but one must be quite dogmatic about 


the indications. In the upper limb, if the treatment has 
been correctly applied, progress is aiways satisfactory with 
the closed method, and gas gangrene and septicaemia are 
very rare. I have never seen these complications, even 
in patients treated by young surgeons with a limited 
experience. It is therefore not necessary to examine the 
progress of the wound. In the lower limb, thigh and leg 
must be considered separately. When operating on 
fractures of the leg, especially those involving the popliteal 
region or the calf, it is necessary to examine carefully 


both the circulation of the foot and the local circulation, 


of the part, and especially the possibility of excising all 
devitalized tissues. When, in spite of this excision, there 
is still doubt about the vitality of the tissues that remain, 
or about the total circulation of the leg, it is essential 
to wait two or three days before putting on plaster, using 
‘instead open treatment with continuous traction which 
will permit frequent observation of the state of the 
circulation. In this way amputation can be undertaken 
without loss of time when it is apparent that the nutrition 
‘of the limb is insufficient. In the thigh the indications 
‘are similar, but with the difference that here the local 
‘circulation of the tissues surrounding the wound is more 
important than the general circulation of the leg, because 
‘the latter is more easy to assess. Here also if there is 


‘doubt one must wait two or three days, keeping the 


patient in bed with the wound open and the leg fixed by 
continuous traction. With this line of treatment it has 


een — to save many limbs as well as lives, and 
tO see gas gangrene disappear progressively from our 


I must consider here another question. Should these 
wounds be sutured or should they be left open? In this 
my criterion is absolutely definite. If suturing would 
produce the slightest tension in the soft tissues the wound 
‘must be left completely open. If there is any doubt 
about the vitality of the tissues, especially the muscles, 
then here too the wound must not be sutured. It will 
be readily understood that in wounds from aerial bombs, 
which constitute the greater part of my experience of 
war wounds, one seldom sees cases where suture of the 
skin is possible. On the other hand, in accidents of civil 
life suture can, under certain conditions, be performed 
without danger. 


REDUCTION OF FRACTURES AND IMMOBILIZATION 
WITHOUT DEFORMITY 


The only satisfactory method of obtaining reduction’ of 
fractures is by traction, initial or continuous. Reduction 
must be secured by the application of extension on the 
operating table. Each region has its own special tech- 
nique. In the upper extremity it is possible in most cases 
to reduce the fracture by manual traction at the end 
of the operation. Occasionally in fractures of the 
humerus extension has to be made by transfixion with 
a Kirschner wire through the olecranon against counter- 
traction by means of a towel crossed around the thorax 
and fixed to the operating table. In fractures of the 
lower limb the deformity is reduced by traction, the 
details varying with the site of the fracture. To ensure 
proper reduction some form of orthopaedic table should 
be used. The purpose of the traction is to reduce the 
fracture and maintain it in reduction so that after the 
surgical treatment of the wound is completed a plaster 
cast can be applied. 


Operation on the lower limb is performed with the 
fracture reduced by traction. In this way all the tissues 
are in their normal position, so that both bone and soft 
tissues are more easily explored. Traction is made pro- 
gressively in such a way that reduction is complete at 
the end of the operation. This is one of the reasons 
why x-ray examination is unnecessary before the opera- 
tion. All the tissues with a bad circulation are excised, 
the bone fragments are placed in a good position, and 
the cavity drained with gauze. 


Immobilization with Plaster-of-Paris 


This should be put on under the anaesthetic in all cases 
where it is possible, profiting by the good reduction of 
the fragments that has been obtained by the continuous 
extension. The patient should never be moved from the 
operating table in order to put on the plaster. The 
reasons for this are clear: reduction of the deformity 
would be lost, time would be wasted, and shock increased. 


Plaster-of-Paris Technique 


To obtain complete immobilization both of the bone 
and the soft tissues the plaster should be put directly on 
the skin without the interposition of cotton-wool or 
stockinet. Only the anterior superior iliac spine, the 
os calcis, and the tendo Achillis should be covered by a 
thin layer of cotton-wool. In a few very thin patients 
it may be necessary to cover lightly the bony points 
around the elbow. The use of cotton-wool under ‘the 


plaster diminishes the immobilization of the soft tissues 


and, because it quickly becomes saturated with the dis- 
charge of the wound, it increases the smell, so that the 


‘plaster cannot be kept on as long as is necessary. 
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After-treatment 


The plaster cast must be left in position as long as the 
smell is not excessive and the plaster does not become 
soft and wet. The patient nearly always runs a tempera- 


ture for a few days after the operation, showing that a. 


local fight against infection is going on at the site of the 
fracture. In a total of 1,073 patients treated in my clinic 
removal of the plaster for a true clinical infection was 
necessary in only 0.75 per cent. of cases. On these occa- 
sions it was found either that a cavity was badly drained 
or that cellulitis had developed. 


Advantages and Drawbacks 


The immediate benefits of the plaster treatment are 
absence of pain, rapid disappearance of shock, elimina- 
tion of sleepless nights, and return of appetite. The 
absolute rest of the fractured limb promotes good normal 
union. The failures can all be attributed to faulty tech- 
nique: the surgeon had either tried to save a limb with 
insufficient blood supply or had not excised enough bruised 
tissue. 

The most common complications are cellulitis and 
lymphangitis. Diagnosis and treatment are usually easy. If 
in a case of fracture treated by the closed method there 
are a rise of temperature, loss of appetite, pain at the site 
of fracture, sensation of tension, and regional adenitis 
the plaster must be removed. Nearly always cellulitis, 
or more rarely a primary lymphangitis, is found. The 
usual treatment for cellulitis is carried out. The inter- 
muscular planes are widely opened up, the whole of the 
affected area is exposed, and the cavity drained with sterile 
absorbent gauze. The plaster is renewed either imme- 
diately or at most two or three days later. I have had 
to remove the plaster from eight of my 1,073 patients for 
this reason. 

Gas Gangrene 


In the case which is developing gas gangrene the symp- 
toms are immediately more striking. The patient says he 
cannot sleep, he has no appetite, his tongue is dry, he 
is restless, and from the first moment his pulse rate is 
raised. Locally there is increasing pain in the region of 
the wound, heat, and tension. The foot or the hand 
becomes rapidly cold, in a few cases with oedema, and 
the digits cannot move. With this combination of general 
and local symptoms the plaster should at once be removed 
and the wound opened up without waiting for evidence 
of gas beneath the skin. Bold resection of the skin and 
devascularized tissues with separation of the intermuscular 
spaces followed by immobilization has been successful in 
several cases transferred to my clinic for treatment. 

This complication, which in my patients occurred once 
in 1,073 cases, generally develops within the first two or 


‘three days after the infliction of the wound. For this 


reason it is essential to be extremely vigilant during this 
time and not to encase in plaster fractures in which there 


is doubt about the vitality of the tissues. In open fractures | 


treated by other techniques with the object of watching 
for the appearance of gas gangrene it is important also 
to diagnose the condition before bubbles of gas are seen, 
relying on the general state and the local signs. No time 
is lost, then, if vigilance is sufficient in the cases treated 
by the clesed method ; and, as I have said before, if the 
technique is correct the complication is rare. In the 
majority of cases of gas gangrene that I have seen either 
the limb has been preserved in the presence of vascular 
lesions that interfered with the normal circulation or the 
wound had been sutured. 


Plaster Windows 


I am convinced that making a window in a plaster case 
neutralizes all the value of the plaster treatment. Such 
an opening interferes with the lccal circulation at the 
site of fracture, sometimes producing great oedema, 
disturbs the immobilization of the soft tissues and, if 
the opening is large, the immobilization of the bone frag- 
ments. Those cases of compound fractures which cannot 
be closed under plaster because of anxiety about the vitality 
of the tissues are best treated by continuous extension with 
the Thomas or Braun splint. 


Special Benefits of the Closed Method for the Treatment | 


of War Fractures 


The widespread use of plaster-of-Paris in Catalonia was 
brought about by the exigencies of war, but the reasons 
which compelled me to advocate this methed were the 
following: 


1. It is the best complement to the technique of local excision 
of the wound as a means of avoiding infection. 

2. It allows immediate radical operation of fractures, 
because after the operation the patient can be moved without 
danger and evacuated long distances. 

3. It permits a perfect drainage of the cavities of the wound 
because the plaster acts by suction of the discharges absorbed 
by the gauze. For this reason I do not use petroleum jelly, 
which diminishes absorption. 

4. It avoids the dehydration and Joss of heat that occur in 
large wounds if the open method is used, which induces a 
condition of shock. 

5. If the plaster is correctly applied—that is, directly on 
the skin without the interposition of cotton-wool and with 
the limb in correct position—displacement of the fragments 
does not occur. Frequently the first plaster achieves the 
desired position, and at each change of plaster the fragments 
are maintained in the position that was obtained on the 
operation table. In other cases a better reduction must be 
secured after ten or twelve days when the danger of severe 
infection has passed, because the emergency of the first treat- 
ment did not permit one to leave the fragments in a sufficiently 
good position. This can be done (with x-ray control) at the 
base hospital far from the danger zone and without urgency. © 


Confirmation of the Value of this Technique 


In the first place I must mention our results in Spain. 
Mine have been published in my book on the treatment 
of war wounds, and shortly Colonel D’Harcourt, chief 
surgical consultant to the Republican Army, will publish 
in an English journal the results obtained in 5,000 cases 
treated under his direction in the military hospital in 
Barcelona. As I have mentioned earlier, I had one case 
of gas gangrene in over 1,000 cases of compound frac- 
tures, and Colonel D’Harcourt had twenty in 5,000. It is 
necessary to take into account the fact that I was able to 
operate immediately in many of the patients, and that 
in others I was the first surgeon who handled them. 
Colonel D’Harcourt, on the contrary, was obliged to treat 
many wounded soldiers admitted to the military hospital 
in a bad condition after having been inadequately treated 
previously or treated on wrong lines. In view of the 
small number of cases of gas gangrene in the recent 
statistics of the Catalan hospitals there has grown up a 
doubt as to whether gas gangrene occurs in our country 
in the proportion in which it is found in other countries 
of Europe. On this point I can affirm, though I have 
no statistics available, that the number of cases of gas 
gangrene in our war was extraordinarily high, but they 
occurred only in places where proper treatment was not 
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used. It is only necessary to glance at the Revista de 
Sanidad de Guerra to see the cases reported there. For 
example, in an article by Dr. V..Goyames on transfusion 
of bload in two hospitals in Madrid, sixty-one transfusions 
were given for gas gangrene. In Madrid also there was a 
hospital devoted entirely to the treatment of this condi- 
tion. I have information that gas gangrene was a fre- 
quent complication among the wounded of General 
Franco’s army, and appeals were made to certain coun- 
tries to send quantities of anti-gas-gangrene serum for 
treatment. And both the Republican Army and the Army 
of General Franco fought on the same soil and under: the 
same climate. I maintain, therefore, that if in Catalonia 
gas gangrene disappeared, this was due to the technique 
which our surgeons employed. 


Confirmation and Opinion of Foreign Surgeons 


As is well known, at the end of the war in Catalonia a 
retreat from the country of nearly half a million persons 
took place. Among these refugees were over 10,000 
wounded, nearly all with wounds of the extremities, who 
went to France. . Numbers were evacuated in the army 
ambulances, but many thousands went across the frontier 
walking with plasters that covered and immobilized open 
fractures. Several hospitals were organized in France 
attended by surgeons of “La Sanité Militaire Frangaise,” 
who did all they could to deal with this unprecedented 
influx of wounded. During the early days of the retreat 
the French doctors were amazed by the arrival of 
thousands of soldiers—many on foot—in bad general 
condition due to fatigue and hunger, with plasters smell- 
ing offensively, under which were extensive wounds. Many 
amputations of urgency were performed because the 
surgeons feared the development of gas gangrene. 


A short time later reports were presented to medical 
societies in different parts of France on the observations 
made by these surgeons, who previously had little experi- 
ence of the closed method of treating compound factures. 
The general consensus of opinion was that the results 
were eminently satisfactory, serious infections being ex- 
tremely rare. 


Dr. M. Arnaud reported to the Academy of Surgery in 
Paris (May, 1939) the results he had seen in 800 wounded 
from Catalonia, the majority of whom had been treated 
by the closed method. He was surprised to see only one 
case of gas gangrene. 


All the wounded who came to France during the evacua- 
tion of Catalonia arrived after many days of travelling 
from one place to another under the psychological and 
material conditions of an army in full defeat, which in 
every war always produce the greatest mortality. In 
Spite of these bad conditions the testimony of these 
French military surgeons is proof of the value of this 
method. 

I hope that this evidence will be sufficient to encourage 
my British colleagues, and I am sure that the result of 
treatment of compound fractures in the present war will 
be very different from that of the great war. 


*” The discussion of Dr. Trueta’s paper is reported at 
page 1106 this week. 
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Although the anaesthetic problems peculiar to modern 
warfare remain unformulated, the basic principles of 
anaesthesia, whatever these problems may be, will remain 
unaltered. These principles are the maintenance of a clear 
airway, the recognition of the signs of anaesthesia, and 
the avoidance of an overdose of the anaesthetic drug. 
The problems will undoubtedly include (1) the super- 
vision by the anaesthetist of several unconscious patients 
at the same time; (2) the anaesthetizing of shocked or 
exsanguinated patients, and of patients heavily morphin- 
ized ; (3) the danger of fire and explosion if explosive gases 
(ether, vinesthene, or cyclopropane) are used ; and, because 
of the physically depressed state of the patients and the 
lack of skilled anaesthetists, (4) the problem of applying 
restorative measures to patients in extremis. 


Experience of the last war has suggested that air raids 
will result in casualties so numerous as to make their 
adequate treatment impossible. The medical practitioner 
with any surgical knowledge will be pressed into surgical 
duties, so that the few delegated to anaesthesia will be 
responsible for the supervision of more than one anaes- 
thetized patient. In this task the anaesthetist will: 
obviously be helped if he can call on intelligent though 
only partially trained assistants. To prepare tor this a: 
series of fifteen lectures on the basic principles of anaes- 
thesia was given at Oxford at the outbreak of war. Among 
those who attended were dental practitioners (the B.D.A. 
was circularized locally and the response was encouraging), 
retired medical practitioners, and laboratory attendants 
experienced in anaesthesia in animals. A similar series of 
lectures could be arranged at any other large centre to 
ensure that-in an emergency the anaesthetist could have 
the assistance of helpers with some knowledge of the care 
of the unconscious patient. 


Choosing the Anaesthetic 


Too much stress has been laid on the use of particular 
anaesthetic drugs for particular conditions. While it is 
undeniable that the specialist can attain refinements of 
anaesthesia with drugs such as cyclopropane and pento- 
thal, this fact has overshadowed the truth that safe anaes- 
thesia can be furnished by so-called old-fashioned means 
by comparatively inexperienced anaesthetists provided 
they apply a sound knowledge of the basic principles of 
anaesthesia. During the past few years there has been so 
much talk of new anaesthetic drugs and techniques that 
many doctors are hesitant about offering their services as 
anaesthetists in war time because they know nothing about 
“these new-fangled anaesthetics.” 


It cannot be emphasized too strongly to the occasional 
anaesthetist that safety in anaesthesia does not lie in 
attempting a multitude of techniques or in learning the 
actions of a wide range of drugs but in gaining experience 
in the use of one anaesthetic agent. The drug chosen is 
of minor importance provided it is administered skilfully. 
We know of hospitals in the United States in each of 
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which a different type of anaesthetic drug is used almost 
exclusively. In one hospital in New York City nothing but 
sp_nal anaesthesia is employed for general surgical opera- 
tions, including thyroidectomy and mastectomy. In another 
hospital cyclopropane only is used, while a third favours 
nitrous oxide, and in a fourth practically nothing but ether 
is employed. The anaesthetists of these hospitals extol 
the merits of the particular drug they use, yet it is striking 
to find a negligible variation in the gravity or number of 
complications caused by the anaesthetic either during the 
operation or in the post-operative period. The reason is 
that each anaesthetist has mastered his own particular 
technique. An inexperienced anaesthetist would soon 
encounter difficulties and dangers if he attempted similar 
methods. The specialist anaesthetist should be competent 
to provide any form of anaesthesia required. The occa- 
sional anaesthetist is recommended to use what oppor- 
tunity he has to master one drug only—and that drug 
should be ether. 


Merits of Ether 


Whichever of the many techniques or drugs an anaes- 
thetist may favour he will change to ether if he encounters 
difficulties which prevent providing satisfactory 
operating conditions. This drug, discovered almost a 
hundred years ago, has never lost its pride of place as the 
safest and most reliable of anaesthetics. A further tribute 
to the safety of ether is that in other countries ether is 
administered thousands of times annually by nurse anaes- 
thetists. Although these nurses have had special training 
there is no other anaesthetic drug with which they could 
be allowed so much freedom. Often the method is some- 
what crude, but because of the safety of ether it can 
seldom be said that the life of the patient is endangered. 


Induction with ether, if enough time is allowed, need 
not be unpleasant. If it is rushed, however, the feelings 
experienced by the patient are disagreeable and provoke 
resistance. If a quick induction is required an intravenous 
injection of evipan may be given. The technique of con- 
tinuous intravenous barbiturate anaesthesia requires special 
training, is fraught with certain difficulties and dangers, 
and is not to be recommended to the occasional anaes- 
thetist. A “one-shot” injection of evipan, however, is a 
simple affair, quickly learnt, and of great value. For an 
adult 0.2 to 0.5 gramme, according to the anaesthetic 
resistance of the patient, provides a pleasant and quick 
method of producing unconsciousness deep enough to 
allow ether anaesthesia to be superimposed. As soon as 
the injection is finished the administration of ether is 
begun, and it is continued as rapidly as the patient will 
tolerate it. Because of its rapid excretion the effect of 
the small dose of evipan is very transient. After a few 
minutes the depth of unconsciousness is attributable for all 
practical purposes to the ether used. Alternative drugs 
to ensure a rapid induction are vinesthene and ethyl 
chloride. Provided the practitioner is familiar with the 
use of chloroform a mixture of chloroform and ether may 
be employed. Whatever drug is chosen for induction 
a change is made to ether immediately respiration becomes 
automatic. Whether ether is given by Clover’s inhaler, the 
“open” method or by bubbling air, oxygen, or gas-and- 
oxygen over or through ether matters little. 

From personal experience (R. R. M.) in the hospitals in 


' Spain during the Spanish War we learnt the difficulties 


of anaesthetizing unprepared patients, particularly since 
no nitrous oxide, oxygen, or in fact any anaesthetic 
material beyond a bottle of ether was available. These 
difficulties were emphasized in operations on the head and 
neck. Since atropine was not obtainable we were greatly 


handicapped by the secretion of a large amount of mucus, 
Atropine should be given before every operation in which 
ether is to be administered. If given subcutaneously it 
takes ten to fifteen minutes to act. Given intravenously it 
becomes effective almost at once. The only anaesthetic 
apparatus available was an outfit consisting of a laryngo- 
scope and endotracheal tubes which we had taken with us, 


The Endotracheal Tube 


By passing an endotracheal tube and attaching it to an 
ordinary tin (such as a container for motor oil) in the top 
of which two or three small holes had been bored, a 
simple apparatus (Fig. 1) was made which enabled us to 


Fic. 1. 


fulfil the essentials of anaesthesia for the repair of wounds 
around the head and neck region—that is, the maintenance 
of safe anaesthesia without encroaching on the part being 
operated upon. An almost identical technique was origin- 
ally suggested by Flagg. 


If the anaesthetist has time to spare, let him devote it 
not to learning how to administer different anaesthetic 
agents but to learning how to pass an endotracheal tube. 
The ability to do this will increase his sphere of utility 
enormously. Early experience should be gained in the 


Fic. 2.—Position for laryngoscopy. 


post-mortem room. Later by passing a laryngoscope at 
the completion of any operation he can familiarize him- 
self with the view of the larynx in the living. Exposure 
of the cords is facilitated by an adequate depth of anaes- 
thesia, the preliminary spraying of the throat and Jarynx 
with cocaine, and the introduction of a support under the 
head in such a way as to flex the neck and extend the 
head (Fig. 2). 

The importance of the maintenance of a free aif- 
way cannot. be over-estimated.. Once unconsciousness 18 
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reached this duty devolves on the anaesthetist. A free 
airway can generally be maintained by pressing the angle 
of the jaw forward so as to lift the tongue out of the 
laryngeal entrance, but once anaesthesia is deep enough 
the introduction of a metal airway (Waters’s or Connell’s) 
will do much to ensure safety and to lessen the work of 
the anaesthetist. Hospitals are advised to have a plentiful 
supply of airways. Other essential equipment includes 
Mason’s gags and tongue forceps. Emergency substitutes 
for the latter are towel clips or large safety-pins. Since 
any patient who has to be anaesthetized for an emer- 
gency operation may have a full stomach the incidence of 
vomiting during anaesthesia will be increased. Swab- 
holders for sponging out the throat should therefore be 
at hand. 
The Shocked Patient 


It is essential to recognize that the shocked, exsanguin- 
ated, or heavily morphinized patient is already well on 
the way towards anaesthesia. Such depressed patients 
could, if necessary, be anaesthetized safely by the specialist 
with any type of anaesthetic—cyclopropane, evipan, ether, 
nitrous oxide, etc. He recognizes that the required depth 
of anaesthesia is achieved, in a patient depressed by any 
means, by a much smaller dose of the anaesthetic drug 
than would be needed for the same patient in normal 
health. Here again the occasional anaesthetist is safer 
with ether. If an overdose of this anaesthetic is given it 
is prcbable that removal of the mask and immediate 
institution of artificial respiration will result in prompt 
recovery. There is not the same safety margin with any 
other anaesthetic agent. If a patient has been heavily 
morphinized little anaesthetic will be needed subsequently, 
since morphine itself, if given in sufficiently large dosage, 
will provide full anaesthesia. The fact that major opera- 
tions such as appendicectomy or hysterectomy have been 
performed under morphine alone emphasizes the part it 
plays in diminishing the subsequent amount of anaesthetic 
needed to produce the desired stage of unconsciousness. 


Treatment of Respiratory Failure 

Respiratory failure is an emergency which will often have 
to be faced in war-time anaesthesia. By shock or exsan- 
guination or heavy morphinization the respiratory centre 
is depressed, and further depression from an overdose of 
an anaesthetic or deprivation of oxygen will easily result 
in respiratory failure. If each patient cannot have the 
undivided attention of a skilled anaesthetist the incidence 
of this emergency will necessarily be increased. The anaes- 
thetist here must use his hands and not rely on drugs. 
He must remove the anaesthetic mask, confirm that the 
airway is clear, and supply oxygen. CO, plays no part 
in the treatment of patients suffering from respiratory 
failure. The Oxford inflator is the simplest and most 
effective way of inflating the patient’s lungs with oxygen. 
If this small piece of apparatus is not available some 
other method of artificial respiration must be instituted 
without delay. 

Chloroform 


Although we subscribe to the view that the use of 
chloroform is rarely justified in peace time we are not 
Satisfied that it will not have a place in war-time surgery. 
Since it is non-inflammable and portable, and its vapour 
is comparatively non-irritating, it will inevitably be used 
by many who would diligently avoid it in hospital 
Practice in peace time. There are four well-recognized 
Causes of death from chloroform. 

1. Writers during the last century describe sudden death 
from psychological causes during induction or early in 


‘nembutal, and evipan are familiar examples. 


operation. Half the deaths from chloroform have 
occurred within fifteen minutes of the start of induction, 
and these sudden deaths have rightly instilled fear into 
the anaesthetist. Adrenaline can preduce_ ventricular 
fibrillation in man and animals. Chloroform. sensitizes 
the organism to adrenaline, so that a smaller dose will 
produce this result. There is now a strong clinical im- 
pression that suppressed fear of anaesthesia or operation 
leads to liberation of the patient’s own adrenaline into 
his blood stream in quantities sufficient, if the patient is 
susceptible, to produce ventricular fibrillation in a heart 
sensitized by chloroform. Deaths from this cause will 
occur independently of the skill and experience of the 
anaesthetist. These sudden deaths occur notoriously in 
the fit nervous patient who is dreading operation. Since 
it can reasonably be suggested that the patient from the 
battlefield or air raid who is shocked and exhausted will 
suffer not from excess but from depletion of adrenaline, 
it is possible that death from ventricular fibrillation is 
unlikely to occur during chloroform anaesthesia in war 
casualties. In this connexion it should be remembered 
that fear immediately before operation can now be over- 
come by the use of basal anaesthetics, of which avertin, 
Basal anaes- 
thesia should therefore protect the patient against this 
cause of sudden death. 


2. Death may occur from the direct action of strong 
chloroform vapour (above 4 per cent.) on the cardiac 
musculature of susceptible patients. The danger from 
too strong a vapour can be avoided by the use of appro- 
priate apparatus or by taking care not to pour too much 
chloroform on to the mask. 


3. There may be death from paralysis of the respira- 
tory centre by overdosage. This is heralded by increasing 
depression of respiration, and can be avoided by paying 
attention to respiratory signs. Should it occur artificial 
respiration must be instituted at once. 

4. Death may also arise from delayed chloroform 
poisoning. This grave complication is more likely to 
happen in exhausted patients, in those depleted of tissue 
fluids, and in those who have been deprived of food 
for some time. The danger is intensified with increasing 
debility of the patient and with the amount of chloroform 
given. 

Vinesthene 


Vinesthene is becoming increasingly popular as an 
anaesthetic for the trivial operations of general practice. 
Although this drug has been found unreliable in pro- 
ducing the deep muscular relaxation often required for 
abdominal surgery, it has a sphere of usefulness in extra- 
abdominal surgery which may be of particular value in 
war casualties. Its advantages include portability, quick 
induction and recovery, and comparative freedom from 
after-effects. The excessive salivation which may result 
from its use can be prevented by atropine. 


An invitation from the Queen of Italy has been conveyed to 
Viscount Dawson of Penn by the British Ambassador in 
Rome for the visit to Italy of a doctor from Great Britain 
for the purpose of studying a method of treating encephalitis 
lethargica which has been discovered by a distinguished Italian 
scientist, Signor Giuseppe Panegrossi. The method of treat- 
ment in question is known to some extent in this country, 
and is in fact being used at the Northern Hospital (London 
County Council), where an encephalitis unit is situated. Lord 
Dawson suggested that Dr. G. A. Borthwick, the medical 
superintendent of that hospital, should accept the invitation, 
and the London County Council has given Dr. Borthwick 
the necessary leave with pay. 
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It is now established that three sulphonamide compounds 
—sulphanilamide, sulphapyridine (M & B_ 693), and 
uleron—can produce apparent cure of gonorrhoea in a 
few days. A year ago we showed that the first of these 
—sulphanilamide—needs the help of immunity to yield 
its optimum effects, having noted that better results are 
cbtained when it is started on the eighth to the tenth 
day of symptoms instead of from the onset, and when it 
is combined with vaccine. The same policy of waiting has 
been found to increase the curative value of uleron, 
although this compound seems to be less effective than 
sulphanilamide. 

After the introduction of sulphapyridine it became 
ebvious that this is a more potent anti-gonococcal sul- 
phonamide than the others, and articles have appeared 
which claim that it does not need the help of immunity 
but may be used from the onset of gonorrhoea with 
almost complete certainty of eliminating the infection. 
At St. Mary’s Hospital we are not convinced that this 
optimistic claim will be confirmed by experience. While 
gladly recognizing the great potency of sulphapyridine, we 
have not yet abandoned its predecessors, and are still 
exploring ways of combining chemotherapy with immuno- 
therapy in the hope of improving the chances of 
permanent cure. We had intended to publish the final 
results of our work with all three compounds in the near 
future, but owing to the present emergency this publica- 
tion has had to be postponed. ; 


In the present article, the preparatory material for which 
was collected before the onset of the war, we intend to 
give prominence to an aspect of chemotherapy which had 
for some time caused us considerable disquiet and which 
has an important bearing on the question of permanent 
cure (as distinct from elimination of symptoms). We 
refer to the occurrence of late relapses, weeks or months 
after apparently complete cure and after negative tests. 
The significance of such relapses, if they prove to be 
frequent, is obvious. Unfortunately they are becoming 
frequent enough, in our experience, to cause us real 
anxiety and to check the early enthusiasm with which 
we hailed the curative properties of these compounds in 
general and of sulphapyridine in particular. 

It is easy to close one’s eyes to unpleasant developments 
in what at first promised to be a perfect outlook, and 
to dismiss these cases as reinfections, however strenuous 
the denials of fresh exposure. But when these patients 
began to return to the clinic in large numbers it became 
obvious that some of them must be telling the truth and 
were, in fact, genuine relapses. With further experience 
we found that these latter cases present a clinical picture 
usually quite different from that of a reinfection, and 
we are now able to discriminate between them without 
having to rely solely on the patient’s veracity. Quite 


recently (July, 1939) we analysed our records of over 
1,200 male and 200 female patients treated with suiphon- 
amide compounds long enough ago to provide reliable 
information on remote results. This analysis reveals an 
incidence of late relapses sufficient to render unreliable 
any statistics of results based on a relatively short 
follow-up. 


Significance of Late Post-chemotherapy Relapses 


These late relapses have a significance quite distinct 
from that of the early relapses with which we have all 
been familiar since the early days of chemotherapy. The 
early relapse a few days after a sulphonamide course or 
after the first provocative tests is an immediate warning 
that infection is still present and that treatment must be 
continued. But a patient who has passed several tests and 
remains well for months, only to relapse ultimately, 
often believes himself cured and may indeed have been 
discharged. Such a case harbours the gonococcus, which 
can be transmitted during the quiescent stage, and 
especially during the early and ofien inconspicuous stage 
of the actual relapse. Indeed, the early signs may be so 
mild that the patient may not reappear until complica- 
tions are present. Most significant of all is the influence 
these late relapses must exert on the reliability of tests of 
cure, on the length of the period of follow-up, and on 
the final discharge of the patient. Our own experience, 
as shown in this article, has made us reluctant to give 
any pronouncement of permanent cure at this stage of 
the new therapy. The most we feel justified in saying 
to a patient is that he is probably cured if he has passed 
exhaustive tests and at least a six-months uneventful 
follow-up. There are several reasons why this cautious 
attitude should be rigidly adopted in the conditions which 
prevail during war time. 


LATE RELAPSES IN MALES 
Recognition and Clinical Course 


In males we employ the term “late relapse” when 
symptoms return three weeks or more after a successful 
sulphonamide course and after at least one negative series 
of tests. This critical period has been adopted because 
appreciable differences exist in the manifestations of 
relapses before and after it. The early relapse occurs 
usually within a week of the end of chemotherapy or of 
the first test, and resembles the original attack in its 
acute onset, profuse discharge, cloudy urine, and _ the 
rapidity with which pus cells and gonococci crowd the 
smears. The late relapse is usually quite different. 
Although it may be provoked by a late test or by alcchol, 
most of our cases passed several tests quite successfully 
and then relapsed for no obvious reason weeks or months 
afterwards. What usually happens is that the patient one 
morning discovers a slight urethral moisture which in a 
few days becomes a scanty mucoid discharge. The urine 
is clear or shows specks or a slight haze, while the smears 
contain scanty pus cells and either no gonococci or very 
few groups. The prostatic beads, after being quite nega- 
tive, may now show pus. Sometimes pus cells and even 
gonococci appear in the prostatic secretion some days 
before the clinical relapse; but these “threats” do not 
always materialize, and the next prostatic test may be 
quite negative. 

This mild urethritis may continue for a week or two 
and then subside. More often the discharge gradually 
becomes purulent, the urine more hazy, gonococci more 
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plentiful, and a definite relapse is established after a 
week or so. Some of our cases, however, developed no 
discharge, but showed a cloudy urine with prostatitis or 
basal cystitis; while a few came with other complica- 
tions, such as periurethritis, epididymitis, or arthritis, but 
without a coexisting urethral relapse. 

The outcome of these relapses has varied. Some cleared 
up with irrigations and vaccine, while most responded to 
sulphonamides as readily as the original attack. A 
number, however, resisted chemotherapy this time, or, 
after again responding, returned with another relapse. 
The treatment of these latter cases is a problem we have 
not as yet solved. 


General Incidence of Late Post-chemotherapy Relapses 


To discover this incidence an analysis has been made 
of 1,268 male cases of gonorrhoea the chemotherapy of 
which was completed more than six months previously. 
Of this total, 263 either failed to respond to the treat- 
ment or defaulted before tests, thus leaving a net total 
of 1,005 patients who remained well more than three 
weeks after their last sulphonamide course and who passed 
one or more series of tests. Of these cases, 118 (12 per 
cent.) have so far returned with late relapses (112 with 
one relapse, five with two, and one case with three 
relapses). 


This figure of 12 per cent. cannot be an accurate esti- 
mate of the true relapse rate, since a large number of the 
1,005 cases defaulted during the follow-up, and some of 
these must have relapsed subsequently. Another way of 
computing this incidence is to apportion the relapses into 
groups according to the time of their occurrence, and then 
to calculate the relapse rate for each period on the total 
cases whose follow-up extends into it (Table I). 


TaBLE 1.—IJncidence of Post-chemotherapy Relapses at 


Various Stages of Follow-up 


ywed-up Late Relapse 
yyy | Cape reaching Lae Rats “Ratefor 
4th week : 1,005 20 2% 
2nd-3rd month 948 48 
4thth ,, .. 652 41 6.3% 
Over 9 months 68 13% 


The full late relapse incidence, on this computation, is 
arrived at by adding together the relapse rate of all five 
groups, and works out at 27 per cent. It may be argued 
that this estimate is also inaccurate and that it exagger- 
ates the chance of relapse, inasmuch as patients are more 
likely to return if they develop a relapse than if they 
remain well. This argument is incontrovertible. The 
true incidence, therefore, lies somewhere (perhaps half- 
Way) between these two estimates—that is, between 12 
and 27 per cent. 


Incidence of Reinfections 


The above 118 cases are in our opinion all genuine 
relapses. Another 100 of the 1,005 cases also returned 
with gonorrhoea in the same period: of these, eighty- 
seven were definite reinfections, while the other thirteen 
might have been relapses or reintections, but for the 
Purposes of this article are included with the latter. 
The time incidence (between end of chemotherapy and 


return of symptoms) of both relapses and reinfections is 
compared in Table II, which reveals another noteworthy 
difference between them. 


TABLE I].—Comparison of Time Incidence of Late Relapses 
and Reinfections 


Under 4th-6th 7th-9th Over 
é 3 Months Month Month 9 Months 
Late relapses (125) .. 68 (54%) 41 (333% 11 (9%) 5 (4%) 
Reinfections (100) .. 23 (23%) 35 (35%) 26 (26%) 16 (16%) 


Detailed Analysis of Relapses and Discussion 


A special analysis of our material was made to pro- 
vide answers to the following questions, which are of 
obvious importance: (1) Does the incidence of late 
relapses vary with individual sulphonamides? (2) Is 
this incidence diminished by delaying the chemotherapy? 
(3) What is the influence of dosage and period of adminis- 
tration? (4) Is the relapse rate diminished by adjuvant 
treatment—for example, vaccine? (5) Are cases which 
clear up rapidly less likely to relapse than those which 
do so slowly or only after multiple courses? (6) Are 
there periods when relapses are more likely to occur? 
(7) What proportion of late relapses show gonococci? 
(8) How do these relapses affect provocative and other 
tests? 


Seme of the above questions are answered in Table III, 
which gives our late relapse figures with sulphanilamide, 
sulphapyridine, and uleron, begun at various stages of 
gonorrhoea. For purposes of comparison the early 
relapse figures are also included. The late relapse figures 
(last column) are, as already stated, probably lower than 
the true incidence, and might be made more accurate by 
increasing each figure by half its total. 


1. In answer to the first question it will be seen that 
our male (uncorrected) late relapse rate with sulphapyridine 
(18.5 per cent.) is nearly two and a half times that with 
sulphanilamide (7.8 per cent... On the other hand, the early 
relapse rate with sulphapyridine (8.6 per cent.) is less than 
half that with sulphanilamide (17.7 per cent.). This reversal 
of the ratio, together with the more rapid and certain im- 
mediate curative action of sulphapyridine, provides a negative 
answer to question No. 5. It may well be that the longer 
treatment and more frequent need for multiple courses with 
sulphanilamide explain the lower incidence of Jute relapses 
after this drug. Our late relapses with uleron show a rate 
very similar to that with sulphapyridine, but the uleron cases 
are too few for this resemblance to have any significance. 


2. This table gives a positive answer to the second question, 
as it shows a fall in both early and late relapses (with all 
three drugs) when the chemotherapy was delayed until after 
the first week of syniptoms. This fall is very pronounced in 
the sulphanilamide group, the figures of which provide justi- 
fication for the policy of delay with this drug advocated by 
us a year ago. The increased relapse rate of very chronic 
cases is associated with chronic lesions—for example, urethral 
stricture and chronic prostatitis. With sulphapyridine the early 
relapse rate is again more than halved when chemotherapy is 
delayed to the second week, but the fall in the late relapse 
rate is relatively negligible. A very interesting difference is 
shown in the sulphapyridine cases treated after the second 
week, depending on whether or not the patient had had 
previous therapy with another sulphonamide. According to 
Table III previous (therefore unsuccessful) treatment with 
other compounds has raised the early relapse rate from 3 per 
cent, to 11.8 per cent. and the late relapse rate from 15.1 
per cent. to 32.3 per cent. These figures suggest that a high 
proportion of such cases were infected either with a sul- 
phonamide-resistant strain of gonococcus or with one which 
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TABLE IIL.—Showing Early and Late Relapse Rate after Sulphonamide Therapy 


is given in Table Ill, and works out at 81 per cent. of late 


cases never developed a positive fixation at all. 


In 
State of Gonorrhoea Gross Total Early Late Rela 
Compound when Compound Begun of Cases* Net Totalt Early Relapses+ Relapse Rate | Late Relapses} Rate§ = that 
Ist week .. | 216 (all Ge.+) 170 $3 (all Ge. +) 20 (16 Ge. +) 12% 
2ndweek | (all Ge.+) 196 27 (23 Ge. +) 13.8% 12 (9 Ge. +) 6.1% 
uipnhanilamide 
3rd week to 12th mo. th 248 (188 Ge. +) 227 26 (22 Ge.+) 135%, 10 (5 Ge.+) 4.4% thesi' 
After 12th month 66 (25 Ge. +) 57 9 (3 Ge. +) 15.8% 9 (1 Ge. +) 15.8% cervi 
Total sulphanilamide cases... 760 (659 Ge. +) 650 115 (101 Ge. +) 17.7% 51 (31 Ge. +) 7.8% react 
nn 
Ist week 168 (all Ge. +) 128 13 (all Ge. +) 10:25, 24 (17 Ge. +) 18.7% 
2nd week 142 (all Ge. +) 112 5 (all Ge. +) 4.5% 17 (14 Ge. +) is? vokit 
Sulphapyridine d After 2nd week : In 
Sulphapyridine only 47 (39 Ge. +) 1 (Ge.+) % 5 (3 Ge.+) 15.1% rie 
a 
Sulphapyridine after othe f tl 
sulphonamides . . S51 (26 Ge. +) 6 (all Ge. +) 13% 10 (6 Ge. +) 32:33 0 
Total sulphapyridine cases 408 (375 Ge. +) 304 25 (all Ge. +) 8.6% 56 (40 Ge. +) 18.5% oa 
vagi 
UI Ist and 2ad weeks 46 (all Ge. +) 22 (all Ge. +) 84.6% 6 (all Ge. +) 23% i 
eron ee 

After 2nd week (34 Ge. +) 20 (16 Ge. +-) 58.8% 5 (1 Ge.+) cocct 

Total uleron cases 100 (80 Ge. +) 42 (37 Ge.+) 70% 11 (7 Ge. %) 18% may 
excel 

* All these are cases of proved gonococcal infection, but cases in which gonococci were seen at the start of chemotherapy are given in brackets. supp: 

+ After deducting early defaulters and failures, and including only cases which passed at least one series of tests and a follow-up of at least three weeks. herg 
: } Cases which relapsed more than once are counted as only one relapse. Relapsed cases in which gonocccci were actually seen are shown in brackets, but gonococcal there 
infection was suspected and probably present in most of the others. the | 

§ For reasons given in the text these figures are probably considerably below the true relapse rate. vagit 
had acquired sulphonamide-fastness through the previous — relapses of cases treated in the first two weeks of gonorrhoea = 
chemotherapy. The high early relapse rate with uleron is a and 36 per cent. of cases treated at a more chronic stage. weal 
result of treatment with repeated short “ stosses” necessitated These figures are based mainly on the results of smear itself 
by its tendency to cause peripheral neuritis if given in longer examinations, and it is likely that a greater use of cultures after 
courses. Both the early and late relapse figures, however, are would have shown gonococci in many cases with negative suggi 
lower in cases treated after the second week of the disease. urethral or prostatic smears. so fa 

3 and 4. These questions cannot be answered fully in this 8. The occurrence of so many late relapses throws con- Th 
article. It may be pointed out, however, that only cases siderable doubt on the reliability of provocative and other in W 
treated after the first week of gonorrhoea were given vaccine _ tests of cure in cases treated by chemotherapy. In the period tory 
as a routine, and this may in part be responsible for the When the cases under review were treated our usual practice ii 
lower incidence of relapses in this group. On the other hand, — was to start the first series of tests one to two weeks after sn 
it must be stated that most of the relapsed cases in this group — the end of the chemotherapy. The series comprised (a) exam- abiea 
had had some vaccine therapy. Thus far our vaccine dosage ination of prostatic beads, (b) complement-fixation test, (c) pro- ‘Th 
has been rather on the small side, and we are now experi- — vocative gonococcal vaccine (400 to 500 millions), (d) urethro- of fe 
menting with much larger doses in the hope of diminishing scopy, (e) massage of urethra on metal sound, (f) alcohol. pyrid 
the relapse rate. With regard to dosage and period of Prostatic tests were repeated at intervals of two to four weeks, anal 
administration of the drugs themselves, an analysis of the and larger injections of vaccine (500 to 1,000 millions) given ay 
late relapses gives the following figures. Of the fifty-one late at three-monthly intervals. that 
relapses after sulphanilamide only 18 per cent. had less than Whatever the value of these tests may have been in Secor 
what we consider the minimal effective quantity of 56 grammes pre-sulphonamide days, the fact that 118 of our cases eta 
in fourteen days, while 61 per cent. had over 60 grammes relapsed after successfully passing at least one series of ieee 
and 18 per cent. over 80 grammes in one course of fourteen fas : 3 . 
to twenty-one days. Of the fifty-six late relapses after show 
sulphapyridine only 20 per cent. had less than a “minimal Negative tests and 
effective ” course of 30 grammes in ten to twelve days; 36 per 2¥ chemotherapy. And yet the fact that 20 per cent. than 
cent. had over 40 grammes and 9 per cent. over 60 grammes OUT late relapses were definitely provoked by vaccine, up o 
of this powerful sulphonamide in one course of fourteen to bougie, or alechol as late as three to six months after ee 
twenty-one days. These figures show that inadequate dosage apparently complete cure shows that these tests are still of ahs 
does not account for more than a small proportion of late value. In the present state of our knowledge they cannot fema 
relapses, and that such relapses can occur after very full be dispensed with, but we submit that great caution should | 4,,;, 
of both In be exercised in the interpretation of their results. Par- 
words, a quantity and a period which produce complete ticul: ina- 

Ne icularly we wish to stress the value of repeated examina 
clinical cure may not suffice to eradicate the gono us, an 
which tions (including culture) of the prostatic secretion, as we Ta 
to do this they must be in excess of the very large dosage have reason to believe that many iaphinn rege" 
taken by some of our relapsed cases. relapses are — by gonococci in the prostate whic = 

5. As far as can be done at present, the fifth question has were rendered only temporarily saeiahiaas eae 

been answered (with the first question). A year ago we slated that a positive gonococcal com- aan 
ixati ‘ atl is un- 

6. Table I suggests that the chance of relapse remains fairly does that a 
constant through the first year after chemotherapy. In view, CUTEC- ow we are in a position to add that neg = tal ( 
however, of the probability that relapsed cases are more likely G-C.F. tests do not indicate that a patient is cured. é Fai re 
to return at a late stage of the follow-up than unrelapsed Seventy-nine late relapses whose G.C.F. test was 10 7 
ones, it is likely that in actual fact there is a gradual fall in vitiated by recent vaccine no fewer than thirty-four 

the chance of relapse with the passage of time. relapsed after a completely negative result. It may indeed bare 

7. The proportion of relapses in which gonococci were seen be of some significance that most of these thirty-four appe 


| 


S. 
nococcal 


rrhoea 
stage, 
smear 
ultures 
>gative 


con- 
other 
period 
ractice 
after 
exam- 
c) pro- 
‘ethro- 
cohol. 
weeks, 
given 


en in 
cases 
ies of 
shows 
reated 
nt. of 
ccine, 
after 
till of 
annot 
hould 
Par- 
mina- 
as we 
amide 
which 


com- 
un- 
ative 
Of 
; not 
-four 
rdeed 
-four 


Dec. 2, 1939 


RELAPSES AFTER SULPHONAMIDE CURE OF GONORRHOEA 


THE BRITISH 
MEDICAL JOURNAL 


1083 


LATE RELAPSES IN FEMALES 


In pre-sulphonamide days it was generally admitted 
that in most cases the female urethral infection was com- 
paratively easy to eradicate, whereas the deep racemose 
glands of the cervix were apt to harbour gonococci over 
Jong periods. Bourne has recently challenged this hypo- 
thesis by histological examination of chronically infected 
cervices, in most of which he found that the inflammatory 
reaction was superficial. In spite of these findings one 
cannot rule out the possibility of temporarily inactive 
gonococci being able to lurk in these glands without pro- 
voking an inflammatory reaction. 

In most cases of proved female gonorrhoea gonococci 
are demonstrated only in the urethral discharge in spite 
of the fact that signs of cervicitis are usually present. 
When one considers that secondary infection from the 
vagina of an inflamed endocervix is inevitabie, and that 
these vaginal organisms are able to outgrow the gono- 
coccus, One can appreciate how a gonococcal cervicitis 
may in many cases be effectively masked. In view of the 
excellent blood supply of the cervix it is reasonable to 
suppose that cervical gonococci yield to sulphonamide 
therapy as readily as do those in the urethra, in spite of 
the fact that the secondary infection of the cervix with 
vaginal organisms, most of which are resistant to  sul- 
phonamides, appears to be unaffected. For this reason 
local treatment of the vagina, and in some cases the cervix 
itself, is nearly always necessary. That persistent cervicitis 
after chemotherapy is not due to the gonococcus is further 
suggested by the. fact that in such cases no husband has 
so far been reinfected by his wife. 


The difficulty of reliably ascertaining the relapse rate 
in women is fully appreciated, and the role of the labora- 
tory animal must always be filled by the male. Janet’s 
dictum that the best culture medium for the gonoceccus 
is the uninfected male urethra is to-day as true as ever. 


Though we have now treated many hundreds of cases 
of female gonorrhoea with sulphanilamide and sulpha- 
pyridine a large number have been excluded from this 
analysis on the ground that they did not show gonococci 
immediately before the beginning of chemotherapy or 
that they were early defaulters. The almost invariable 
secondary cervicitis has made it well-nigh impossible to 
distinguish between failures and early relapses, and we 
have classed as late relapses only those cases which 
showed at least two sets of gonococcus-negative smears 
and cultures and which have again shown gonococci more 
than one month after chemotherapy. A minimum follow- 
up of six months has been insisted on where possible, and 
in no case has provocation been carried out before the 
end of the third month. The results of an analysis of 210 
female cases are given in Table IV; in spite of many 
obvious “snags,” and possibly some concealed ones, the 
figures are not without interest. 


Taste IV.—Analysis of 210 Female Ge. + Cases treated 
with Sulphanilamide or Sulphapyridine 


SUL PHANILAMIDE 
Total Ge.+ cases at start of chemo- 123 (26 defaulted before 3 months, 


therapy leaving 97) 
Failures and early relapses... IS 
Late relapses (Ge.+) .. Ae 16 (11 relapsed after 3 months) 
SUL PH APYRIDINE 
Total Ge. + cases at start es .. 87 (5 defaulted before 3 months, 


leaving 82) 
Failures and early relapses a : 
Late relapses (Ge.+) .. 7 


(4 relapsed after 3 months) 

On the face of it the sulphapyridine figures are more 
encouraging than the sulphanilamide ones and do not 
appear to confirm the male findings, but against this it 


must be remembered that the maximum follow-up period 
of the female sulphapyridine cases is so far only eight 
months as against two years in the sulphanilamide cases, 
so that it is reasonable to expect some further increase in 
the late relapse figures of the former. Furthermore, it 
will be appreciated that, as the smaller effective dose 
of sulphapyridine (2 grammes daily as against 3 grammes 
of sulphanilamide) was more easily tolerated by women 
patients, it is more likely that the doses prescribed were 
actually taken. Experience has taught us the paramount 
importance of avoiding toxic effects in the treatment of 
women out-patients. 


Summary 


This article deals with an important and hitherto neglected 
aspect of the new chemotherapy of gonorrhoea—namely, the 
occurrence of late relapses after apparently complete cure 
by sulphonamide compounds; it also gives the results of an 
investigation into the incidence, recognition, and causation of 
these relapses. 

An analysis is given of 1,268 male and 210 female cases 
of gonorrhoea whose chemotherapy was completed from six 
months to two years previously. This analysis indicates that 
of cases which have been successfully treated with sul- 
phonamide compounds and which have passed tests of cure 
about 20 per cent. relapse subsequently. 

This figure of 20 per cent. is Guite distinct from the in- 
cidence of chemotherapy failures and early relapses, and must 
therefore be added to the latter in any calculation which aims 
at showing the final results of su!phonamide treatment. In 
the present article no attempt is made to assess the full in- 
cidence of chemotherapy failures or the results obtained with 
individual compounds. 

The analysis gives comparative figures of relapses after 
sulphanilamide, sulphapyridine, and uleron; it indicates also 
the effect on the relapse rate of delaying the chemotherapy 
and of combining it with adjuvant treatment, and provides 
answers to other pertinent questions. 

Special attention is given to the clinical recognition of late 
post-chemotherapy relapses, and to their differentiation from 
reinfections and from early relapses. The course and treat- 
ment of late relapses are also indicated briefly. 

Emphasis is laid on the influence this high relapse rate must 
exert on the reliability of tests of cure, on the length of a safe 
follow-up period, and on the responsibility inseparable from 
the final discharge of the patient. 

The fact that half of these late relapses occurred more than 
three months after apparently complete cure throws doubt on 
the reliability of certain published statistics of results obtained 
with sulphapyridine and other sulphonamide compounds. 


The first quarterly issue of the new series of reports by the 
British Association for the Advancement of Science has been 
received. It is dated October, 1939, and is obtainable at Ss. 
from the offices of the British Association at Burlington 
House, Piccadilly, W.1. It contains an introductory account 
of the history of the British Association, some of the proceed- 
ings of the meeting at Dundee, and abstracts of other com- 
munications. When that meeting was terminated by the out- 
break of war after the first three days of scientific sessions, 
it was decided that all communications of which the delivery 
had thus been unavoidably cancelled should be taken as 
read, and be printed as such in the Advancement of Science, 
as this series of reports is termed. It is intended to supply an 
index to the four parts in each year, and to print it in the 
July issue. The papers appearing at length in the October, 
1939, issue are the presidential address, “ The Western Isles 
through the Mist of Ages”; the address by Professor W. E. 
Le Gros Clark, F.R.S., “ The Scope and Limitations of Physi- 
cal Anthropology “; as well as the first instalment of a scien- 
tific survey of Dundee and district, and the reports of the 
research committees of the British Association. 
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BLOOD TRANSFUSION OUTFIT 
AS PROVIDED FOR THE SECTORS AND DEPOTS 
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BY 


JANET M. VAUGHAN, D.M., F.R.C.P. 


Director, Emergency Blood Transfusion Depot, Slough, 
Bucks 
Shortly before the outbreak of war the Medical Research 
Council, acting for the Ministry of Health, established 
four depots in the Home Counties to collect, store, and 
distribute blood for civilian air raid casualties in London 
and the surrounding districts. 


These depots and the London sector hospitals were 


provided with special apparatus for the withdrawal and. 


administration of blood. The apparatus as originally issued 


Fic. 1. 


was extremely simple, partly owing to difficulty in obtain- 
ing certain more elaborate components at short notice. In 
the light of experience, and as supplies became available, 
additional equipment is now being issued from the depots. 
It has also become apparent that the needs of the different 
hospitals to be supplied are somewhat variable. No 
attempt has therefore been made to obtain complete uni- 
formity in the apparatus issued. The following practical 
notes are based on the memorandum of instructions which 
was issued by the Medical Research Council some weeks 
ago, but they also include reference to certain modifica- 
tions which have been adopted since this memorandum 
was first prepared. 

The bottle for the taking, storage, and giving of blood 
is a modified pint milk bottle, slightly waisted to facilitate 
holding, fitted with an aluminium screw cap lined with 


' a 4 mm. rubber diaphragm, and provided with a metal 


band and loop at the base for hanging the bottle in the 


inverted position when it is required to administer blood by 
gravity. (In Fig. 1 the screw cap has been removed and 
replaced by a rubber bung.) The bottle is marked at 
180 c.cm. and 540 c.cm. for measuring the anticoagulant 
solution and blood. 

Anticoagulant.—The anticoagulant solution used at 
present is 1.05 per cent. sodium citrate in 0.85 per cent, 
sodium chloride. Both salts must be of a high grade of 
purity ; the solution must be prepared with freshly distilled 
water, and should be filtered and autoclaved immediately, 
One volume of the solution is used for two volumes of 
blocd (180 c.cm. citrate solution to 360 c.cm. blood). 


Withdrawal of Blood 
The bottle may be used in taking blood either by 
gravity or by the vacuum method. 


Gravity Method.—The screw cap is removed and kept 
sterile. The bottle is then fitted with a rubber bung 


pierced by two three-inch glass tubes, one of which is 
lightly plugged with cotton-wool and acts as an air vent. 
To the other is attached a length of rubber tubing and a 
stainless steel needle (Fig. 1), which is protected, after 
sterilization or during transport, by a small glass test tube. 
A sphygmomanometer cuff is applied to the upper arm 
of the donor, the skin over the vein cleaned and anaes- 
thetized, and the needle inserted into the vein. The blood 
having been withdrawn and the rubber bung removed, the 
bottle is again sealed by the screw cap. If gravity proves 
insufficient to maintain a flow of blood, suction may be 
applied to the air-vent tube by means either of a Higgin- 
son’s syringe or of a simple suction device. It is essential 


to mix the blood and anticoagulant by gentle rotation’ 


throughout the time of collection. 

Vacuum Method.—lf the aluminium cap of the bottle 
is perforated, the rubber diaphragm inside being left 
intact, the bottle may be used for the vacuum method 
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described by Boland, Craig, and Jacobs (Lancet, 1939, 1, 
388). As pointed out by these authors (ibid., 1939, 2, 
905), the outfit provided differs in several important 
respects: from that which they recommended for this tech- 
nique. Nevertheless it has been found in practice to work 
satisfactorily when used in this way. 


Administration of Blood 


Several modifications of the administering equipment 
have been introduced as the result of experience during 
the past ten weeks. The glass-wool filter originally pro- 
posed is no longer recommended for general use, as it 
proved very difficult to ensure satisfactory packing of 
the glass-wool, and this filter was particularly difficult to 
clean. Three alternative sets of component parts are now 
available, the main variable being the type of filter used. 
Two types of drip feed, described subsequently, will shortly 
be issued from the depots; either can readily be added 
to the administering outfits. 


1. Closed Glass-bead Filter —This equipment (Fig. 2) 
consists of a rubber bung pierced by two glass tubes, one of 
which is long enough (94 in.) to reach almost to the bottom 
of the bottle and is closed externally by a small cork. The 
other tube (24 in.) has attached to its outer end, in sequence, 
a length of rubber tubing, an elongated glass bulb con- 
taining glass beads (Fig. 2. A), a further length of rubber 
tubing ending with a male metal adapter (C), a female 
adapter with a Record fitting attached to a short piece 
(1 to 14 in.) of rubber tubing (D), and a narrow-bore 
stainless steel needle protected by a small test tube (E). 
A screw pressure clip will shortly be available ; at present 
a spring clip is issued ; Fig. 2 also shows a simple type of 
drip feed bulb (B), included between the filter and the 
rubber tubing attached to the male adapter. To administer 
the blood by gravity it is necessary to replace the screw 
cap on the bottle by the rubber bung, invert the bottle, 
and remove the small cork from the long glass tube, so 
that the latter acts as an air inlet. The two adapters 
should be separated, and the needle, attached to the short 
piece of rubber tubing and the female adapter, is passed 
into the vein. If the vein is entered blood appears through 
the end of the female adapter: this can then be joined 
to the male adapter, from which blood should also be 
flowing, the filter bulb and delivery tubing having been 
completely filled with blood by releasing the pressure clip. 
(If preferred, a Record syringe can be attached to the 
female adanter before the needle is inserted into the vein, 
and suction can thus be applied in order to judge whether 
the venepuncture is successful; alternatively, the needle 
can be inserted on a Record syringe and afterwards 
joined directly to the male adapter.) The filter bulb 
should be kept approximately vertical during the giving 
of blood, to ensure effective filtration by the beads. 

2. Loose Glass Beads Filter—The apparatus is similar 
to that just described, except that the bulb containing 
glass beads is omitted. The blood is instead filtered 
through 25 c.cm. of glass beads, which are separately steril- 
ized in a wool-plugged boiling-tube and poured into the 
bottle of blood immediately before fitting the delivery 
bung (Fig. 3). The fish-tail inner end of the outlet tube in 
the bung prevents obstruction by the beads. 

3. Gas-mantle Filter —This third alternative type of 
filter, devised by Dr. M. Maizels, consists of an open 
cylindrical stocking of finely knitted cotton, as used 
In the manufacture of gas mantles. It is three and a 
half inches long, and is supplied by the makers threaded 
with a purse string at each end. The filter is supported 
Inside the bottle by a quarter-inch piece of thick pressure 
tubing, which is pushed on to the long glass tube of the 


delivery set until it is about two and a half inches from 
the narrow end of the bung (Fig. 4, A). The stocking is 
slipped over the bung and the long tube, one end is 
fastened securely by tying its purse string beyond the 
pressure tubing, the other is fitted round the inner end of 
the bung (Fig. 4, B), where it should be fixed by fine 
copper wire (Fig. 4, D) or by ridging the neck of the bung 
so that the purse string can be tied tightly. In this way 
the stocking is pulled into a stretched closed cone over 
the inner end of the delivery tube. 


DRIP FEEDS 
As indicated above, two alternative types of drip feed 
bulb are being provided for the administering outfits. - (1) 
The simpler type is illustrated in Fig. 2 (B). When this is 
used the screw clip should be placed below the drip bulb, 
near the needle, in order to obtain satisfactory control. 
(2) The other type is shown in Fig. 3. The screw clip in 


Fig. 3. 


this case must be placed above the drip bulb, which has a 
glass side-piece with a short piece of rubber tubing 
attached, controlled by a spring clip. By suitable manipu- 
lation the operator can adjust the level of blood in the 
drip bulb. 


The equipment as supplied can also, of course, be 
readily adapted for use with a simple funnel or with any 
form of two-way tap or syringe. 

Important technical points to be borne in mind in 
cleaning and preparing the apparatus have been empha- 
sized by the medical officers in charge of the depots (this 
Journal, November 25, p. 1053), and they need not be 
reviewed here, It is clear from the results reported that the 
success of a large-scale transfusion service is dependent 
upon attention to such technical details, and that trans- 
fusion with the simple type of apparatus described can be 
very satisfactory. 
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THE BARREL BANDAGE FOR FRACTURES 
OF THE JAW 


BY 
W. KELSEY FRY, AC, M.R.CS., L.D.S. 


The treatment for fractures of the jaw is very little 
referred to in modern surgical textbooks and always 
appears to be in the “no man’s land” of surgery. Simple 
fractures of the jaw are generally adequately treated by 
the dental surgeon, but those fractures resulting from 
gunshot wounds and from injuries caused through air 
raids will require the very closest co-operation between the 
plastic and dental surgeons. In order to ensure the suc- 
cessful treatment of these cases the Emergency Medical 
Service is providing special centres. The emergency treat- 
ment, however, will have to be provided at the first-aid 
posts and casualty clearing hospitals. 

The immediate treatment of fractures of the mandible 
should be directed towards preventing asphyxiation, which 
is liable to occur through the loss of control of the 
tongue. The displacement of the tongue may be such 
that the air passages are obstructed, and in this condition 
the posture of the patient is important. The stretcher- 
bearers should be instructed to place the patient on the 
stretcher with his face downwards and his head hanging 
over the end of the stretcher. If the patient is able to 
walk he must be instructed to stoop well forward. The 
object should always be to keep the tongue well forward. 

For the immediate relief of pain and to guard against 
the backward displacement of the mandibular fragments 
it is necessary to apply a bandage which will have the 
maximum pull in an upward and forward direction and 
must On no account have any tendency to pull backwards. 
For many years the textbooks have recommended the 
four-tail bandage, but it became evident in the last war 
that the backward pull of this type of bandage not only 
increased the displacement but was in many _ cases 


Fic. 1. Fic. 2. 


extremely dangerous. It has since been discarded by all 
surgeons familiar with this type of fracture. The ban- 
dage which was found most efficient and easy to apply 
was the “barrel” bandage. As will be seen from the 
diagram, this has an upward and slightly forward pull. 
To apply this about 6 feet of 2 to 2} inch bandage— 
preferably unbleached calico—is required. The middle 
of the bandage is placed under the jaw, well back just in 
front of the angle; then a simple knot is tied over the 


vertex of the skull (Fig. 1). Using both hands, open the 
knot so that the front loop comes in front of the forehead 
and the back portion under the occiput (Fig. 2). The 
two ends are then taken and upward tension is exerted, 
and by a slight adjustment the two running hitches are 
made to occupy a position slightly above and in front of 
the ear. The two ends are then tied in a reef knot on 
the top of the head (Figs. 3 and 4). 


\ Monae 


Fic. 3. Fig. 4. 


I am indebted to Sir Harold Gillies for the use of the 
illustrations. 


A HAEMOLYTIC STREPTOCOCCAL 
EPIDEMIC IN A HOSTEL 


BY 


NESTA H. WELLS, M.B., Ch.B. 


Honorary Physician, Duchess of York Hospital for Babies, 
Manchester ; Woman Police Surgeon, City of Manchester 


What has been called the “ unitarian” hypothesis with 
regard to streptococcal epidemiology has often been 
referred to during the last few years, a_ particularly 
interesting account by Bradley appearing in the Journal 
of October 8, 1938 (p. 733), a most opportune moment 
for me. He stressed the value of typing haemolytic 
streptococci and showed the varying types found over a 
number of years in the semi-isolated community of a 
bearding school. While reading this I was confronted 
with an epidemic in a somewhat similar community— 
namely, a university women’s hall of residence, number- 
ing with staff and students about 200. The following 1s 
an account of it which may be of value to others, for 
the more we know how to combat streptococcal infec- 
tions the nearer we are to reducing one of the most 
crippling as well as most deadly groups of diseases. 


Clinical Record 


In the summer of 1938 one student, not my patient, 
was ill, had cervical adenitis and peeled, and was thought 
to have had an unrecognized scarlet fever. In early 
June I was asked to see another girl who had a rash 
like scarlet fever but no rise of temperature, and who 
later developed enlarged glands. In late June a definite 
case of scarlet fever occurred, and another in July among 
the kitchen-maids. On investigation then I found that 
three others of the domestic staff and two students had 
been treated by various doctors during the summer term. 


The « 
in H 
It 
any | 
rash. 
ber, 
with 
JA the | 
on t 
) hom 
venrex twen! 
Or 
FOREHEAD in H 
worn 
and 
far 
= Thes 
gress 
CZ | H 
to 
strep 
they 
the s 
assis 
were 
rem 
| fron 
exce 
: or ¢ 
= four 
resu 
each 
reca 
- 102 
| , Whi 
twer 
\ was 
& in t 
ut 
| 
seve 
i sick 
and 
for 
nonce T 
| wee 
but 
lon; 
Clea 
| Wer 
thes 
the 
pha 
bee 
unt 
sWa 


ITISH 
JOURNAL 


of the 


Babies, 
ester 


is with 
been 
cularly 
lournal 
10ment 
nolytic 
over a 
of a 
ronted 
inity— 
umber- 
wing is 
rs, for 
infec- 
most 
2S, 


ya tient, 
10ught 

early 
1 rash 
who 
lefinite 
among 
d that 
ts had 
term. 


Dec. 2, 1939 


HAEMOLYTIC STREPTOCOCCAL EPIDEMIC IN A HOSTEL 


Tue BritisH 
MEDICAL JOURNAL 1087 


The comparatively few students and maids still remaining 
in Hall were all examined by myself or the assistant 
M.O.H. for any gross signs of nasopharyngeal infection. 

It was hoped that the four-weeks vacation would clear 
any infection, but within two weeks of returning in Sep- 
tember a maid went down with a septic tonsillitis but no 
rash. The students came back in the early days of Octo- 
ber, and on the 8th a series of students and maids started 
with tonsillitis—one on the 8th, one on the 9th, two on 
the 10th, seven on the I!th, three on the 12th, one each 
on the 14th, ISth, and 17th—and four students went 
home on various dates to be ill there, making a total of 
twenty-one. 

On the 12th it was realized that something drastic must 
be done to prevent the outbreak spreading, so all persons 
in Hall were given masks of gauze, which were to be 
worn for two weeks at all times except when eating, 
and they were told to avoid close contact with others so 
far as possible. Gargles were provided for daily use. 
These steps appeared to stop the epidemic from _ pro- 
gressing, and no further cases developed except those 
which we could explain (see later). 


Bacteriological Findings 


Having read the above-mentioned paper, I appealed 
to the Public Health Laboratory to test for haemolytic 
streptococci Group A, which they agreed to do, though 
they could not undertake typing. The carry-over from 
the summer appeared to be somewhere among the domestic 
staff, so all these were swabbed. Four of them and the 
assistant in the sanatorium (who was nursing the sick) 
were found to be positive carriers of Group A, one 
remaining so for a month. All the sick were swabbed 
from ten to fourteen days after beginning, and with one 
exception were still positive. All positives, whether carrier 
or convalescent, were reswabbed at intervals of ten to 
fourteen days, and had the throat sprayed or painted 
twice daily, and were given frequent gargles, until the 
result Was negative. During the acute stage they all had 
prontosil album, an average of 10.6 tablets (5.3 grammes) 
each, but mainly between eight and twelve. The highest 
recorded temperatures of half the cases were 100° to 
102. F., with one-quarter higher and one-quarter lower. 
While the temperature was up, three or four tablets per 
twenty-four hours were given, and in eight cases this 
was sufficient to bring it to normal in twenty-four hours ; 
in ten, normal was reached within forty-eight hours, and 
all were down by four days. Prontosil album was given 
at first for a day or two after the fall in temperature ; 
but as time passed one or two tablets were administered 
daily until the throat was clear, a total of fourteen to 
seventeen being taken by some. The average stay in the 
sick-room was 6.6 days, and it mainly lay between five 
and nine days. The patients were then sent home or away 
for a few days, another swab being taken on their return. 

Two patients developed cervical adenitis two to three 
Weeks after the tonsillitis, and two had rheumatism (one 
80 badly that she has been unable to return to college), 
but most recovered fairly well and had positive swabs 
long after they were fit. Most took five to six weeks to 
Clear (the usual scarlet fever isolation period), but three 
Were still positive eight weeks after the attack. Two of 
these had large unhealthy tonsils (which were removed in 
the vacation) and the other had suffered from naso- 
Pharyngeal catarrh for many years, though her tonsils had 
been removed previously. This case responded to nothing 
until a paint of glycerin and prontosil was used, a negative 
swab being obtained within two weeks. 


Discussion 


The effectiveness of the mask in preventing further 
trouble was shown early, especially when this precaution 
was omitted by those with positive swabs. One con- 
valescent did not wear it during the rehearsal of a play, 
and within three days two members of the cast went down. 
Another girl thought it foolishness, and did not wear it in 
her room when others entered, with the result that her 
friend caught the infection. Two mild cases started in 
December the source of which was uncertain, but one of 
these patients had been sitting working in front of an 
unmasked carrier. By December 22 all cases were nega- 
tive, except the tonsillectomies, and these patients were 
all right on their return in January. No further cases 
developed. 

The cause of the sudden outbreak was obscure until it 
was discovered that during those early days after the 
September crisis there had been a great trying-on of gas 
masks, and one of the fitters-on, who was connected with 
the kitchens, had had scme streptococcal infection in the 
summer vacation. Though this was not known till much 
later there seems little doubt that she or a maid who 
remained positive for a month acted as the link between 
the summer and autumn outbreaks. The summer rashes 
tended to be Group A of the scarlet fever type, but there 
were no rashes in the autumn. Both outbreaks were 
followed in a few cases by a cervical adenitis two to three 
weeks later. The second outbreak gave rise in five to 
six weeks to two cases of acute rheumatism, one very 
severe. 


Summary 


The history of a haemolytic streptococcal Group A 
throat infection is given, showing the varying symptoms 
found. 

Droplet contact 
demonstrated. 

Group A positive swabs lasted usually five to six weeks, 
sometimes longer. 

The mask is effective in preventing spread, thus reducing 
time of isolation and peried off studies. 

The value is shown of throat swab examination for the 
haemolytic streptococcus as well as diphtheria when 
dealing with people in a community. 

The danger from carriers of Group A is stressed. This 
is recognized in puerperal cases, but not so well in the 
case of haemolytic throats in the general community. 
Persons with positive swabs should be isolated or at least 
masked until negative. 

The severity of the disease declined as time passed. 

Prontosil album (or similar drug) taken by mouth or 
applied locally is of value in dealing with these organisms. 


threugh the breath clearly 


My thanks are due to the staff of the Public Health 
Laboratory. who reported on the swabs. and also to the nurse 
at the Hall. whose care prevented further trouble. 


Arteriographic Diagnosis of Tumours.—Characteristic dis- 
placements of the cerebral vessels and carotid siphon make it 
possible to determine the situation and extent of frontal lobe 
tumours. Thus, polar astrocytomas suitable for radical 
Operation may be distinguished from the fronto-medial 
tumours which are usually glioblastomas of bad prognosis. 
Laterally situated astrocytomas may also be distinguished.— 
Arteriographic Diagnosis of Tumours of Frontal Lobe and 
Basal Ganglia. E. Fischer.—Zbl. Neurochir., April, 1939, 2, 
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Clinical Memoranda 


A Case of Sturge’s Disease 


The great rarity of the syndrome known as Sturge’s 
disease, or naevoid amentia, justifies the recording of the 
following case, which came under my observation recently. 


Case REPORT 


The patient, a male aged 18, stated that he had been in 
good physical health until the age of 16; before that, how- 
ever, a certain mental ineptitude had been apparent: he 
always fared badly in school examinations, and his mother 
stated that he was “ rather difficult to get on with.” At the 
age of 16 he began to suffer from fits. and up to the time of 
examination had had five. In a fit he is suddenly rendered 
immobile, and he sits and stares straight ahead, being 
unable to speak or move. This state lasts five minutes or 
so, after which he notices weakness in the right arm and leg. 
The fit is usually followed by copious vomiting. The weak- 
ness in the right side takes about two weeks to disappear ; he 
then remains perfectly well until the next attack. The last fit 
was followed by slight weakness in the left leg as well. 
There had been no headache. He also stated that the vision 
in his left eye had always been poor, and now he can only 
read large headlines with that eye. 


His father died at the age of 47, the cause being unknown 
to the patient. His mother was alive and well, as was also 
a younger brother. The only sister died at the age of 
3 months, the cause again being unknown. There was no 
history of outstanding birthmarks or of epilepsy in the family. 


The patient was a well-developed, pleasant-mannered youth, 
who answered all questions intelligently. The naevus was 
of the port-wine capillary variety, and of extraordinary extent. 
It covered the whole of the left side of the face and scalp, 
including the pinna, and transgressed the mid-line in front. 
It extended down the left side of the neck, and covered the 
left pectoral region in front and the left scapular region 
behind, and the whole surface of the left upper limb to the 
finger-tips. There was a small isolated patch near the angle 
of the right scapula. An interesting feature was its encroach- 
ment on the buccal mucosa (mainly on the left side) and on 
the conjunctiva of the left eye. In addition to the naevus 
there were numerous small varicosities of the superficial veins 
over the whole surface of the left upper limb, especially 
pronounced about the wrist and hand. There were also one 
or two large varicose trunks as thick as the little finger along 
the posterior axillary fold. This suggested an arteriovenous 
communication, and, in accordance with this, the left upper 
limb was found to be considerably hypertrophied, even 
allowing for the slight degree of atrophy of its fellow. 


When seen by me the patient was in the recovery period 
from the fifth seizure. Signs of a right hemiplegia were 
present: there was slight atrophy of the muscles of the right 
arm and leg, and a definite but slight loss of power. The 
tendon-jerks on both sides were exaggerated, and ankle and 
patellar clonus could be elicited on the right side. Both 
plantar reflexes were flexor, and the superficial abdominal 
reflexes were brisk on both sides. Sensation was unaffected. 
There were no cerebellar signs. 


Examination of the left eye showed a slight degree of 
heterochromia. It was not unduly prominent, and its tension 
and movements were normal. The optic disk was cupped. 
Vision in the eye was poor, only the largest print being 
readable. The pupils were equal in size and reacted to light. 
The visual fields were not estimated. The heart and lungs 
were normal. The blood pressure was 170/135. The skull 
and spine appeared normal. Examination of the cerebro- 
spinal fluid gave findings within normal limits, and the 
Wassermann reaction of the blood and cerebrospinal fluid 
was negative. A skiagram of the skull showed a large mass 


of calcification in the occipital cortex, with delineation of 
adjacent sulci and gyri. There was no cranial asymmetry. 


The interesting points in this case were the extent of the 
naevus, its involvement of mucous membranes, and the 
probability of associated arteriovenous communication. 


London, W.1 ARTHUR L. Newson, M.B., F.R.CS, 


Reduction of Fracture of Shaft of Femur 


The following method, used to procure axial traction of 
a fractured femur Sufficient to permit of easy reduction 
and maintain it while a plate was being applied, is de- 
scribed in the hope that it may be found of use in 
circumstances where assistance is scarce and an ortho- 
paedic table is not available. 


Case HIsrory 


The case was one of transverse fracture at the junction of the 
middle and lower thirds of the femoral shaft, with overlap of 14 
inches and posterior displacement of the distal fragment, which 
had been previously manipulated into correct position and 
alignment with the aid of a Victor portable x-ray unit and 


operating fluoroscope, but which, owing to the interposed 
muscle (as was discovered at operation), could not be kept 
reduced, so necessitating open reduction and plating. Previous 
to operation traction had been applied by means of a 
Kirschner wire and stirrup, the wire passing through the 
tubercle of the tibia. This was left in situ, and when the 
patient was on the operating table a modified Braun's frame 
was slipped into position under the fractured thigh. The 
screw portion of a Bohler frame for reduction of fractures of 
the tibia, which had been detached therefrom, was tied on to 
the Braun’s frame. The hook of the screw was linked 
tightly to the Kirschner stirrup (see illustration). The frac- 
ture was exposed by Henry’s method (Exposure of Long 
Bones and Other Surgical Methods, 1927), and while an 
attendant tightened the screw to produce the required tension, 
the fragments, after removing interposed muscle, were easily 
manipulated into the correct position. No attention was 
needed to maintain the correct extension while the plate was 
being applied. There was no difficulty in fitting the Brauns 
frame, carrying the injured limb, and the sound limb on the 
operating table. The method is applicable to fractures of 
any part of the femoral shaft, and further abduction can 
easily be secured by placing a wide board (half bed-board) 
across the distal portion of the table on which the frame can 
rest and be moved into a position of abduction. 


The apparatus illustrated is, I believe, in use in most 
hospitals and institutions, and easily within the means 
of cottage hospitals which cannot afford an orthopaedic 
table. In some cases the question of anchoring patient 
or Braun’s frame, or both, to the table might need con- 
sideration, 2nd permits of easy solution. 

The portable x-ray unit and operating fluoroscope were 
kindly loaned for test by the Victor X-Ray Corporation Ltd. 


G. J. Hanty, M.B., F.R.C.S.Ed. 
Wing Commander R.A.F.M.S. 
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LIFE AS INTELLECTUAL ADVENTURE 


Life and Living. By Frederic Wood Jones, D.Sc., 
F.R.C.S., F.R.S. (Pp. 268. 10s. 6d. net.) London: 
Kegan Paul, Trench, Trubner and Co. 1939, 


It has become a cliché with reviewers of thrillers to 
assert that they were unable to put the book down until 
it was finished. Yet this was literally the case with 
Professor Wood Jones’s Life and Living, so com- 
pletely were we fascinated by it. Lord Crawford is 
reported to have said that he never disbelieved scientists 
except when they talked philosophy. To this our biolo- 
gist can retort that he not only appreciates the limitations 
of his own brain imposed upon it by its ancestry, but 
also recognizes that these limitations equally apply to the 
brain of the philosopher even though he himself may 
not know it! Here we have not the biologist posing 
as a philosopher but the anatomist turned physiologist. 
He does not like the obviously inappropriate label Homo 
sapiens for the human race, preferring that of Homo 
faber, for the making of tools was probably man’s earliest 
intellectual manifestation, and tools were the first exten- 
sion of his personality. To this is due his persistent 
tendency to mechanistic modes of thought; the physical 
sciences were far advanced when biology still lacked even 
a knowledge of the circulation of the blood. By a trick 
of fate even Harvey’s discovery was given a mechanistic 
interpretation by Descartes, to whom an_ engineer's 
universe was a natural conception. For, as Needham 
says, it is the configuration of our minds that makes us 
conceive of matter and energy in mechanistic fashion. 
This concept took possession of medicine ; for Morgagni 
disease was situated in an organ, for Bichat in a tissue, 
and ultimately for Virchow in the cell ; but the individual 
was lost sight of. The same concept dominated anatomy : 
the prolonged search for archetypes beloved of Owen 
crashed and fell with the acceptance of Darwin’s explana- 
tion of evolution. There was no archetype—it had been 
a myth and a delusion. Instead of fixity there was 
change ; instead of design, the natural choice of varia- 
tions. But this teaching had far-reaching implications ; 
if we are just bundles of accumulated. structures it might 
well happen that the whole of our heritage would not be 
Suitable to our present needs. So the search began for 
unadapted and obsolete structures—and they were found. 
For Metchnikoff and those who followed him all Nature 
was an ironic jumble of misfits; a world of creatures 
predestined to failure by reason of their inherited dis- 
harmonies; a cruel unpurposeful struggle against fate 
in the form of useless and harmful relics accumulated 
from our ancestry. But what the pessimists failed to 
take into account was the astonishing way in which 
Nature has been at work setting to rights the dishar- 
monies that have arisen through changing circumstances ; 
the beauty of readaptations bas never had its chronicler. 

Without going into details we may say that Professor 
Wood Jones describes the method of readaptations under 
the label of cytoclesis, the call of cell to cell and of tube 
to tube; just as men tunnelling from two sides of a 
mountain tap their call to each other till they meet, so 
does each kidney tubule call to each ureteric tubule till 
they join end to end. The optic cup calls to the over- 
lying skin to become transparent wherever we transplant 


the cup; with no optic cup in its normal position no 
translucent cornea is formed. Eyes have been made 
wherever they are wanted. Similar types of organs have 
been made over and over again; the only common bond 
between them all is the function they discharge. So back 
we come from the rigid tenets of animal morphology and 
the misleading anatomy based on the formalin-Lardened 
cadaver ; back to John Hunter’s aphorism “ Structure is 
only the ultimate expression of function,” re-echoed by 
Hora 150 years later as “ Evolution is the adaptation of 
organisms to environment.” The opiimist can breathe 
again! The author is no blind optimist, however; he 
sees how the call of cell to cell may secure the nourish- 
ment of the embryo by the invasion of trophoblast into 
maternal uterine tissue, and yet by perversion of that 
invasion a deadly form of malignant growth may arise. 
He sees in sterol metabolism the outstanding problem in 
the chemical study of life, but notes that these potent and 
complex substances which produce organization, growth, 
sexual characters, and all the perfections of the normal 
body may by a perverse metabolism and when their 
period of utility is outlived become the agents of death. 

If biology has retraced its steps, so has physics. Before 
modern physics the biologist stands agape, bewildered by 
it all. He gave up his mysticism out of pure deference 
to the more exact findings of the physicist, he schooled 
himself to spell no words with capital letters save perhaps 
Mechanism, Variation, and Natural Selection. And now 
the physicist has deserted him, and is moreover doing 
those very things he taught him to despise. In truth the 
biologist is very like the little boy who, taught by a 
slightly older brother to despise girls, subsequently 
catches him making ardent but immature love to the girl 
next door! 

This we take to be the author’s creed running through 
his pages. It is a creed which enables him to see life as 
a voyage of intellectual discovery. Physical adventures, 
brave deeds, and romantic doings are for the young and 
strong ; intellectual adventure waits upon everyone who 
has the enterprise to embark upon its quest. And yet 
how few ever undertake it. He rightly maintains that 
this should be the great aim of a university. In the ideal 
university the professor should be the leader of an expe- 
dition into the most exciting and romantic of all regions 
—the region of the intellectually unknown. His students 
should be his eager followers prepared to share in the 
hardships, the excitements, and the triumphs of the adven- 
tures. Some such leaders there have been—Rutherford, 
Gaskell, and Cushing are three exemplars that leap to the 
mind as we write. Thus would the university be the 
nerve centre of the community, the fountain-head from 
which would flow an endless stream of young minds ready 
to question and willing to search for the remedies that 
are needed. For we live in a world in which we see on 
every side the wreckage of our hopes for betterment 
brought about by some defect in humanity. If we are 
to deal with a society that is sick, as it undoubtedly is 
to-day, all our graduates need to be physicians, no 
matter what faculty provides their curriculum. : 

Compiled from addresses delivered at sundry times in 
divers places, these are the themes which dominate the 
whole. The author’s zest is infectious. We feel that we 
are in the company of a man of keen observation, wide 
reading, racy humour, and deep sympathetic insi, ht; 
best of all, one who firmly believes with Montaigne (dt 
“the great and glorious masterpiece of man is to knew 
how to live to purpose.” 

W. 
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DIVERTICULA AND DIVERTICULITIS 


Diverticula and Diverticulitis of the Intestine. Their 
Pathology, Diagnosis, and Treatment. By Harold C. 
Edwards. M.S., F.R.C.S. With a foreword by Gordon 
Gordon-Taylor, M.S., F.R.C.S. (Pp. xii + 335;  illus- 
trated. 25s. net.) Bristol: John Wright and Sons ; 
London: Simpkin Marshall. 1939. 


This work is based upon the essay to which the 
Jacksonian Prize of the Royal College of Surgeons of 
England for 1932 was awarded. Mr. Edwards tells us 
that although the literature on the subject of diverticula, 
and particularly those arising from the large intestine, is 
relatively enormous, it is in reality a mushroom growth 
starting from a few scattered post-mortem observations 
in the eighteenth century. Meckel in 1822 not only estab- 
lished the aetiology of the diverticulum which bears his 
name, but recognized that other varieties which he called 
false diverticula might arise apart altogether from the 
vitelline duct. This work is divided into four sections, 
each of several chapters: (1) congenital diverticula, 
(2) diverticula of the duodenum, (4) diverticula of the 
jejunum, and (4) diverticula of the large intestine, and a 
particularly attractive feature is the historical note which 
introduces each of these sections. Thus we are told of 
the first case of duodenal diverticula published in 1710 
and referred to by Morgagni, and of the first description 
of jejunal diverticula by Astley Cooper in 1844. The 
author tells us that the ileum is relatively immune from 
diverticula and is affected only in severe cases in which 
diverticulosis has started in the jejunum and_ spread 
steadily down the bowel until the ileum is reached and 
is similarly affected. In the large intestine diverticula of 
congenital origin are so very rare that section 4, dealing 
with those occurring in this part of the bowel, is devoted 
entirely to the condition of multiple diverticula of the 
colon in which the pouchings are herniations of the 
mucous membrane through gaps in the muscularis. When 
uncomplicated the term used for this condition is diver- 
ticulosis ; when inflammatory changes are present, diver- 
ticulitis. The view very generally held that colonic 
diverticula are commoner in men than in women is not 
shared by Mr. Edwards, who finds no great difference in 
the sexual incidence, but that men are far more fre- 
quently affected by the complications of the disease than 
are women. 

There is a short foreword by Mr. Gordon-Taylor, who 
was one of the adjudicators when Mr. Edwards's essay 
was awarded the Jacksonian Prize. The work is well 
illustrated and attractively printed and bound in the 
manner characteristic of the well-known Bristol publish- 
ing house which also produces the British Journal of 
Surgery, and, in fact, its pages resemble very closely those 
of the journal. This is a noteworthy and important mono- 
graph which we predict will become a standard work 
of reference and occupy a prominent place on the shelves 
of the surgeon’s library. 


BLOOD TRANSFUSION 


Blood Transfusion. By Victor Horsley Riddell, M.A., 

M.D., F.R.C.S. Oxford Medical Publications. (Pp. 370; 

— 21s. net.) London: Oxford University Press. 
Blood transfusion is a subject of extreme topical interest 
to-day, when it is expected that as many as 10 per cent. 
of all air raid casualties may need transfusion. The 
only general discussion of the subject hitherto available 
has been the small book written by Geoffrey Keynes in 
1922, and the rather academic though valuable work by 
Wiener on the blood groups (1935). Mr. V. H. Riddell’s 


analysis of available information concerning the technique 
of transfusion must inevitably therefore, to use a trite 


expression, fulfil a long-felt want. Two-thirds of the book — 


is an account of his own personal experience, both 
technical and clinical, of blood transfusion ; the remainder 
attempts to extract the more important material from the 
extensive literature. All subjects not directly related to 
blood wansfusion have been omitted—for example, the 
medico-legal and anthropological aspects of blood groups, 
There is for reasons of space no historical section, which 
is perhaps unfortunate. In matters of technique, where 
several alternative metheds or patterns of apparatus exist 
Mr. Riddell has deliberately been dogmatic and_ has 
described in detail the procedure he himself prefers. An 
essential chapter on the methods of obtaining typing sera 
and its correct titration is included. The recent large- 
scale enrolment of blood donors, to be used in a national 
emergency, has shown how little the importance of such 
high-titre sera is appreciated, and yet it is the keystone of 
a successful service. 

Intravascular haemolysis, on which so much _ funda- 
mental work has been done in this country during the 
last few years, is clearly reviewed for the first time in an 
English textbook. Mr. Riddell draws particular atten- 
tion to the grave danger of circulatory failure in the trans- 
fusion of anaemias of long standing and to the principles 
governing the rate of intsoduction and dosage of blood, 
since he considers altered conceptions in regard to these 
matters form the two most important advances in blood 
transfusion in recent years. Possibly the use of stored 
blood might, by some people, be thought to be of at least 
equal if not greater theoretical and practical importance. 
The text is copiously illustrated throughout with diagrams 
and photographs ; even the warming of a tile under the 
hot-water tap is not left to the imagination. A full 
bibliography is attached to each chapter, which is closed 
by a summary of the conclusions reached. Though there 
may be disagreements with Mr. Riddell on certain points 
there is no doubt that he has provided us with an 
important reference book on an important subject. 


GALL-BLADDER DYSFUNCTION 


Réactions Vésiculaires et Cholécystites. By Etienne 
Chabrol. (Pp. 184. 40 fr.) Paris: J.-B. Bailliére et Fils. 
1939, 


Disappointed by the number of his patients in whom the 
operation of cholecystectomy has failed to relieve the pains 
they suffer from in consequence of disturbed function of 
the gall-bladder, Professor E. Chabrol has collected his 
experiences and noted them for the benefit of others, 
producing a book, the first of a series of monographs on 
clinical questions of the moment published by Bailliére. 
The author finds among patients diagnosed as cases of acute 
cholecystitis, hepatic colic, biliary dyspepsia, and biliary 
stasis a gradation of reaction, falling into four varieties or 
stages. A patient may present little more than a migraine 
or temporary dyspepsia, yet examination shows a rise in 
blood bilirubin ; in the second degree pain is felt in the 
scapular region or over the site of the liver, with gastric 
and intestinal upset; in the third stage there is frank 
biliary colic, followed after many recurrences by a state of 
illness in which symptoms of angina or acute oedema of 
the lungs or syncope may occur. In all these there is 
instability both in the biliary system and in the neuro- 
vegetative equilibrium of the patient. Such patients secrete 
too much bile and, more, they discharge it poorly. 

The basis of this painful reaction of the gall-bladder is 
contraction of the biliary passages, which may originate 
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from inflammation locally, from deposition of calculi, 
from stasis without stones, from secretory disturbances, 
and possibly from abnormal nervous reactions. Of the 
inflammatory causes the author stresses the previous infec- 
tion of typhoid fever ; other bacteria, especially the colon 
bacillus, may be the source. In the formation of gall- 
stones metabolic disorder, infection, and stasis may all play 
their part. In a more difficult group are the cases of simple 
chronic cholecystitis without gall-stone, a dysfunction of 
the biliary passages. In all there is the association of right- 
sided diaphragmatic pain, intermittent reaction often 
febrile, and some degree of cholaemia. Aids in diagnosis 
are afforded by laboratory investigations of the blood and 
(with less success) of the contents of the duodenum 
recovered by tubage, and by radiological examination of 
the gall-bladder by special tests and of the surrounding 
organs, especially the duodenum and appendix. 

Treatment medically should not be the immediate hypo- 
dermic injection of morphine ; local applications of warm 
compresses and rectal administration of laudanum are pre- 
ferable ; diathermy is recommended. Between attacks a 
simple diet, especially avoiding fats, eggs, fried foods, and 
cooked butter; tubage of duodenum with stimulation of 
biliary drainage on Meltzer-Lyon principles ; attempts at 
disinfection with salicylate of soda and alkalis: and 
treatment at one of the spas serving alkaline waters are 
indicated, Surgical intervention is essential for perforation 
or suppuration of the gall-bladder, and where the gall- 
bladder fills with fluid secretion so that tumour is felt with 
rise of temperature. When possible, operation is deferred 
till the immediate reaction is past, especially in jaundiced 
patients, but must be carried out for recurrent attacks 
and for acute attacks that have been controlled by medical 
measures. The indications are given for operating in other 
intermediate cases. 

The book is well documented, mostly with quotations 
from French authors, and gives a useful discussion of 
problems which often present great difficulties in practice. 


CARDIOVASCULAR DISORDERS 


Cardiovascular Diseases : Their Diagnosis and Treatment. 
By David Scherf, M.D., and Linn J. Boyd, M.D., F.A.C.P. 
(Pp. 458; 10 figures. 21s. net.) London: William 
Heinemann, 1939. 
This sets out to be a practical book, avoiding descrip- 
tions of complicated methods and apparatus. Emphasis 
is placed on common disorders and difficulties as suggested 
by experience with students, and which are often neglected 
in textbooks—for example, pulmonary embolism. The 
work is personal ; no bibliography is included and citation 
of authors is reduced to the minimum. Cardiography is 
almost completely omitted, as it is believed that abbre- 
Viated accounts of this only confuse. First paroxysmal 
cardiac dyspnoea is described, and it is true that this is an 
important and common disorder of general practice which 
has been inadequately dealt with in textbooks; but the 
rather extensive theoretical discussion on the abnormal 
physiology underlying it is, perhaps, out of tune with the 
practical aim of the book. Valve lesions are discussed at 
length, occupying one-sixth of the book—an indication of 
how attention is returning to this aspect of heart disease. 
In the following section, dealing with diseases of the myo- 
Ccardium, it is suggested that acute myocarditis is a common 
Condition occurring, apart from acute rheumatic carditis, 
In infectious diseases and as a result of septic foci, such as, 
for example, colitis and denial granuloma. The myo- 
cardial lesions of these latter conditions are, however, not 
likely to produce any permanent cardiac disability, and 


must be treated very differently from the myocarditis of 
acute rheumatism. There is no need to treat every patient 
recovering from an acute infection who shows iachy- 
cardia or unstable pulse as if he had an active carditis. 
Cardiac pain and its various causes are clearly described, 
but perhaps in hardly enough detail considering its fre- 
quency and importance. The final section on treatment is 
full and generally sound, though the statement that the 
“minimum period which must elapse between the last 
dose of digitalis and the first dose of strophanthin should 
amount to three days” considerably underestimates the 
safe period. 

It cannot be said that the style of the text is good, nor 
has it always the clearness necessary for the type of reader 
for which the book is designed. As an example of an 
ambiguous sentence this may be quoted: “If digitalis 
therapy in a decompensated valvular lesion or myocardial 
disease is carried to the attainment of an optimal state for 
the patient concerned, it should not be discontinued until 
the manifestations of decompensation reappear.” How- 
ever, on the whole a well-balanced account of modern 
cardiology is presented; in the next edition perhaps the 
defects will have disappeared. 


Notes on Books 


The ninth. edition of Thomson and Miles’s Manual of 
Surgery (in two volumes, 21s. each, Oxford University Press) 
had not gone far in its preparation, we learn from the preface 
by Mr. ALEXANDER MILES, when this representative presenta- 
tion of the teaching of the Edinburgh School of Surgery 
lost by untimely death the guidance of Sir David Wilkie, one 
of the greatest teachers of surgery—some say the greatest—of 
this generation. But with Mr. Miles he had already planned 
the lines on which this revision should proceed, and had 
arranged for the co-operation of over a score of his colleagues 
in the Edinburgh school in that work. The format has been 
altered decidedly for the better by using a larger page and 
certain typographical alterations. The first volume deals with 
general surgery and includes the sections on the surgery of 
the extremities ; the second volume is arranged on a regional 
basis. There is evidence of thorough revision and rewriting 
throughout both volumes, and especially in the section 
devoted to neurological surgery. It is stated that many old 
illustrations have been discarded, but many still remaining 
have an old-fashioned air, and the radiographs are hardly up 
to the standard of most modern textbooks. It might be 
well for the next edition to contemplate a more drastic and 
complete revision of the illustrations to make them more 
worthy of the world-wide fame of this standard textbook of 
surgery. 


First Aid for Everybody, by A. J. B. GoLpsmitH, M.B., 
B.S., F.R.C.S. (Faber and Faber, Ltd., London, 1939, 2s. 6d.), 
was first published in 1935, and has now been reissued with 
a supplement of sixteen pages entitled First Aid in Air Raids. 
We note that the tannic acid treatment of burns is not 
mentioned, and that in the section on the treatment of wounds 
it is stated that “tincture of iodine should be painted on the 
wound.” 


Endoscopy by introducing an illuminated speculum into 
the knee-joint has been suggested as a means of diagnosis, 
and a small brochure on arthroscopy (Die Arthroskopie, 
Leipzig: Steinkopff) has been prepared by Dr. E. Vausev. 
The author gives instruction in methods, indicating the pre- 
cautions to be observed, and describes the use of the technique 
in some selected cases. The findings are illustrated in a series 
of coloured drawings. Some value may be obtained for 
scientific medicine by the correlation of the endoscopic appear- 
ances with the x-ray findings, but the method is unlikely to 
be taken into common use. 
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Preparations and Appliances 


A SIMPLE GAS FLOWMETER FOR CLINICAL USE 
Dr. Joun Devine, senior resident medical officer, Royal Mel- 
bourne Hospital, writes: 


There is a definite want of a simple and cheap instrument 
foi measuring the flow of gases for therapeutic purposes. It 
is still the custom in many hospitals to administer oxygen and 
carbogen without any measure of the rate of flow. Thus 
patients are at the mercy of the nurse in regard to her judg- 
ment of an adequate flow. Frequently, too, they receive an 
unnecessary amount of an expensive gas. In most cases 
measurements are not made because the gauges used, while 
being very accurate, are expensive and soon wear out with 
continued use. The apparatus described below was evolved 
because it was cheap and could therefore be employed for 
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Fic. 1. Fic. 2. 


Fic. 1.—Diagram to show construction of flowmeter. 
Fic. 2.—Drawing from a photograph of the flowmeter 
attached to a cylinder of carbogen by a simple clip. 


routine use in hospital wards, and because it was so simple 
to use that any possibility of mistake was eliminated. It can 
also be used in the construction of a simple and cheap form 
o! gas anaesthetic apparatus. 

Principle—In a tapering tube through which gas is passed 
the velocity of flow in any part of the tube will depend on 
the area of cross-section, since the same amount of gas passes 
through the whole tube. If gas flows in from the narrowest 
part of the tube in an upward direction. and a small rounded 
ball of light material such as cork is dropped into the tube, 
the ball will rise in the tube to such a height that the force 
of gravity acting downwards on it is equal to the force of 
the gas acting upwards. Since the tube tapers, the velocity 
of the gas passing through progressively decreases from the 
bottom upwards, and the ball finds a position where equi- 
librium is reached. If the flow of gas entering the tube is 
altered, the ball will take up a new position of equilibrium. 
The tube can then be calibrated against a standard flowmeter. 

The Flowmeter.—This, as shown in the illustrations, is a 
glass tube one-quarter of an inch in diameter at the bottom, 
three-quarters of an inch in diameter at the top, and eight 


inches long. The ball used is of cork and is one-quarter of 


an inch in diameter. The meter is calibrated by means of a 


standard flowmeter to show with very reasonable accuracy 
flows from one to sixteen litres of gas per minute. 

The apparatus has been used in some of the wards of the 
Royal Melbourne Hospital for the post-operative administra- 
tion of carbogen and the intranasal administration of oxygen 
to patients with pneumonia. In testing the flow of oxygen 
considered by the nursing staff to be adequate for the intra- 
nasal administration to patients with pneumonia it was found 
that in nearly all cases they were giving under one litre per 
minute of flow, whereas a minimum of four litres per minute 
is usually considered necessary in such cases. 


*." Carbogen is the term used in America for ready-made 
mixtures of CO, and O,. In Great Britain the equivalent term 
is dicarbox. 


AN IMPROVEMENT OF THE NON-PROJECTING 
ENTEROTOME 


Mr. C. M.Ch., F.R.C.S., honorary assis- 
tant surgeon to the General Infirmary at Leeds, writes: 


In November, 1937, 1 described a non-projecting entero- 
tome for crushing a colonic spur. The instrument is used 
before closing a faecal fistula such as occurs after a Paul- 
Mikulicz operation or a colostomy. It was devised to obviate 
the leverage action of the handle which in the older instru- 
ment caused great discomfort to the patient. The severity of 
this discomfort depended directly upon the length of the 
projecting handle. Whenever the patient moved in bed the 
handle used to be pressed upon or jarred. 

In the non-projecting enterotome the handle has_ been 
replaced by a key, which is removed after approximating the 
blades to the required degree. Each day the key is reapplied 


PDD NA. 


to tighten the grip on the spur and the key is again taken 
away. The mechanism is simple and strong. By turning the 
key A the screw B is driven downwards on to the steel 
collar lever C hinged upon the opposite blade. This collar 
acts upon the sloping steel shoulder D. As the key is 
turned the screw and collar are depressed and the blades are 
gradually approximated. A small flat spring E is inserted 
between the blades and holds them apart during the applica- 
tion of the instrument to the spur. Maximum separation of 
the blades has been increased from three-quarters of an inch 
in the original instrument to one and one-sixteenth inches 
in the improved model. This has made introduction easier. 
The face of each blade is transversely serrated and_ the 
ends are everted. The width of the serrated jaws has been 
increased from two and a quarter inches in the original instru- 
ment to two and a half inches in the new one. It is found 
that a better grip of the spur is obtained with the wider blade. 
A steel ring (F) two inches in diameter has been inserted 
through a hole in the shaft near the screw B. The ring 
moves freely and causes no discomfort when the patient 
moves. It obviates the danger of the instrument slipping 
inwards into the bowel—an improvement which we_ have 
incorporated following the kindly and constructive criticism 
of Mr. David Lurie of Johannesburg. 

I am indebted to Mr. L. R. Braithwaite and Mr. George 
Blomfield for their advice. The instrument is made by 
Messrs. Chas. F. Thackray, Ltd., Park Street, Leeds, 1. 
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ANTIVIVISECTIONIST PROPOSALS IN 
SWITZERLAND 


Experiments on living animals have been an essential 
condition for the development of physiology, pathology, 
bacteriology, immunology, pharmacology, biochemistry, 
and dietetics as experimental sciences, and have played 
a necessary part in the control of the strength and 
dosage of the remedies required by the emergence of 
a scientific therapy. Hitherto this country has stood 
almost alone in its control by law of such experiments, 
made for the promotion of knowledge in these depart- 
ments of science, on which the practice of medicine is 
founded and built. British research workers in the 
medical sciences have become accustomed to this 
control during the period of more than sixty years since 
it was first established. An Act so old naturally pre- 
sents historical anomalies, such as that which makes 
it necessary that every one of the multitude of experi- 
ments in which animals are now injected, dosed, or 
fed—every guinea-pig, rat, mouse, fish, or frog, every 
tadpole in a basinful, treated with a serum, a drug, 
a hormone, or a vitamin, to observe or measure its 
effect—should be returned as an experiment under 
Certificate A, and accordingly, in spite of repeated 
official explanations, sedulously misrepresented as a 
painful “ vivisection ” without anaesthetics—a kind of 
experiment for which permission has never, in fact, 
been given or even sought. The Act, however, has been 
administered strictly, punctiliously, and with under- 
standing ; and though in earlier years, when medical 
men in general were less accustomed than now to 
official records, reports, and inspections, there may have 
been research workers who found these irksome, there 
cannot be many who now regard the control as a 
hindrance to legitimate research. They have had 
reason, on the other hand, to recognize the fulfilment 
of one of the original objects of the Act—namely, the 
protection of men engaged in important and essentially 
humane researches from prosecutions instigated by 
determined ignorance. 

It may seem surprising that other countries, including 
British Dominions, having standards not obviously 
different from our own in their care for the interests of 
animals, have so far not followed our example. They 
might well have been deterred, however, by observa- 
tion of our own experience, showing that legal control 
and official inspection, while they may relieve genuine 
Misapprehension and anxiety, by no means cause any 


abatement of a reckless and unprincipled agitation. 
They may even stimulate it by encouraging clamour 
for further and paralysing restriction, and by supplying 
official data for distortion. The existence of a strict con- 
trol is accepted, not as a reassurance, but as evidence 
of a public sentiment accessible to further appeals. 

The position which now threatens research in the 
medical sciences in Switzerland appears to be in many 
ways the same as that with which we have long been 
familiar in Britain. The Schweizerische Medizinische 
Wochenschrift, the well-known medical weekly pub- 
lished in Basle, has issued a special number’ in 
which the situation is explained, the necessity for experi- 
ments on animals for progress in the medical sciences 
fully discussed and illustrated, and the nature of the 
opposition to them examined, in a series of articles by 
leading Swiss representatives of physiology, pathology, 
clinical medicine, pharmacology, medical psychology, 
and veterinary medicine, with some by French and 
German authorities in certain of these fields. From 
the article by Professor Hess of Ziirich we learn that 
the Swiss Society for Medicine and Biology, doubtless 
desiring to allay genuine misunderstanding and dis- 
quiet, initiated some years ago the formation of a 
joint committee of its own members with accredited 
representatives of the Animal Protection Union of 
German-speaking Switzerland. The discussions pro- 
ceeded with mutual confidence and understanding, and 
to the credit of all concerned a series of resolutions 
laying down the conditions acceptable to both parties 
was unanimously adopted, and subsequently ratified in 
full separate sessions by both the participating societies. 
The principles thus put forward for embodiment in 
legislation would have effects closely similar to those 
of our own Act, though naturally with a more direct 
reference to modern experience. Vivisection was to be 
restricted in Switzerland to scientific experiments under 
fully defined and legally prescribed conditions. These 
conditions were to provide that experiments on animals 
would only be made when necessary for a planned 
research, for diagnosis, or for treatment, and for 
demonstration only when films could not replace them ; 
that higher mammals, and dogs in particular, would 
only be used when indispensable ; that anaesthesia as 
full as for a human operation would be used for any 
Operative procedure, the animal being killed while still 
anaesthetized, or, if its survival was a necessity of the 
experiment, carefully nursed and cared for, according 
to its particular needs; that experiments on animals 
would be confined to institutions under responsible 
scientific direction and subject to control by a public 
commission with mixed membership. 

Here was an agreed policy which surely should have 
satisfied anyone genuinely concerned to ensure a proper 
limitation and control. Our Swiss colleagues were 
entitled to expect that all in their country who profess 
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concern for the welfare of animals would concentrate 
their efforts on pressing for the early enactment of such 
strict and sane provisions. Their experience, alas, 
has been very similar to our own. An antivivisection 
organization in the Basle-City Canton has now pre- 
sented to the cantonal legislature an initiatory petition 
(nitiativbegehren), bearing 10,000 signatures, for a 
law against vivisection, the terms of which the petition 
lays down. Some of the clauses of the Act thus 
demanded have an all too familiar aspect. In Clause 1 
propaganda is curiously mixed with legal form by 
giving, in illustration of what is meant by “ vivisection,” 
a list containing horror-provoking descriptions, devised 
by a lurid imagination or culled, as Professor v. Muralt 
of Berne suggests, from the publications of many 
countries over several centuries, and having, in any case, 
no relation whatever to anything which could now 
happen in Switzerland ; but carefully mixed with these 
are the normal procedures essential to physiological, 
pathological, and pharmacological researches. The 
real purpose of the clause appears in the final phrase, 
which entirely prohibits the application to dogs and 
cats of “ vivisection,” as thus inclusively as well as 
fantastically defined. Lest it might be supposed that 
such a prohibition would still allow research workers 
in the Basle-City Canton to find imperfect substitutes, 
Clause A would extend the prohibition to other higher 
mammals, such as horses, monkeys, and ruminants, if 
the use of these should be found to increase through 
the effect of Clause 1. Clauses 3 to 6 embody some 
of the points from the agreed proposals of the joint 
committee above mentioned, with the difference that 
demonstrations on the living animal are entirely pro- 
hibited, and that veterinary procedures for the treat- 
ment or killing of animals, and castration in particular, 
are not to count as “ vivisection” for the purposes of 
the Act. Anything, therefore, is to be allowed for the 
benefit of food supply, property, or convenience, and 
only the search for life-saving and pain-preventing 
knowledge is to be obstructed ; while the antivivisec- 
tionist spinsters of Basle are to retain the privilege 
of coddling their mutilated pets without embarrassment, 
and with the assurance that such an operation cannot 
possibly be used for any service to science. Sympathy 
with colleagues who have to face this sort of thing is 
tempered by an unworthy sense of relief at the dis- 
covery that this nauseous kind of hypocrisy is not, 
after all, a British monopoly. Clause 7 again fully 
displays the cloven hoof, making it the right and duty 
of the police, on receiving a sufficiently well grounded 
application from the Antivivisection Union or the 
Animal Protection Union, to visit all places where 
experiments on animals are conducted—at any time 
and accompanied by a delegation of the committee 
of the complainant Union—in order to make an inspec- 
tion of the premises and to examine the protocols of 
the experiments. 


Small wonder that our Swiss colleagues are con- 
cerned to prevent the passing of an Act with such 
provisions, foreseeing the disastrous impediment which 
it would produce to the advancement of medicine by 
experimental research, in which their country takes 
high rank. The immediate threat is to research in 
the Basle-City Canton, which is not only a centre of 
academic research in its important university and 
medical school, but also the headquarters of the great 
and progressive pharmaceutical industries of which 
Switzerland is justly proud. In any case, our col- 
leagues in Switzerland rightly foresee that a success in 
Basle would encourage immediate agitation for the 
extension of such cruel prohibitions and inquisitions 
to the rest of Switzerland. Their own broad-minded 
initiative has shown their willingness to do everything 
necessary to reassure genuine humane sentiment in 
their country. We could have told them, however, 
from our own experience that such a show of reason 
would be unlikely to appease their real opponents, but 
rather to excite them to a wilder frenzy and a more 
destructive ambition. The special number of our 
Basle contemporary gives evidence that the members 
of the medical profession of Switzerland are aware of 
the danger and are rallying to the defence, with the 
powerful aid of one of their Jeading journals. 


THE NASOPHARYNGEAL FLORA 
IN HEALTH 


Ten years ago the Ministry of Health published the 
results of an interesting investigation into the fluctua- 
tions in time of the nasopharyngeal bacterial flora of 
a small sample of the population of Manchester.’ The 
inquiry was extended over two years, 1925-7, and the 
trend of the carrier rates observed during that period 
suggested that there might be some association between 
the changes in the bacterial flora of the nasopharynx 


_and the epidemiological events in the city as shown by 


the prevalence of respiratory diseases. The duration 
of the inquiry was, however, not Jong enough to sub- 
stantiate this association, and Sir George Newman, in 
his preface to the report, stressed the desirability of 
obtaining further data. The Ministry accordingly 
made arrangements for a more extensive study to be 
carried out in the Department of Bacteriology of the 
London School of Hygiene and Tropical Medicine, 
and has now published a full report of the results 
reached.* This inquiry lasted for as long as seven 
years and included the repeated swabbing of persons 


‘Report on Public Health and Medical Subjects, No. 38. 
Ministry of Health, 1930. 


*A Study of the Nasopharyngeal Bacterial Flora of Different. 


Groups of Persons observed in London and South-East England 
during the Years 1930 to 1937. By Edith Straker, A. Bradford 
Hill, and R. Lovell. Together with Some Observations on the 
Occurrence of H. influenzae in the Trachea. By A. B. Rosher and 
W. T. Cole. Pp. 131. Report on Public Health and Medical 
Subjects. No. 90. Ministry of Health, 1939. H.M. Stationery 
Office. (2s. 6d.) 
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on the staff of the London School of Hygiene and of 
the boarders in a boys’ public school in a south-eastern 
county. Additional observaticns were made at the 
Royal Hospital School at Greenwich, at an orphan 
home near London, and at the Ministry itself, so that 
data were available for groups of persons of different 
ages and living in different environments. This pleni- 
tude of material, analysed in over thirty tables, gives 
some very interesting results. Collating it with the 
previous study in Manchester and other published 
work, it is concluded that at any swabbing of a large 
group of adults in normal health and living in an urban 
community in a temperate zone some 20 to 40 per 
cent. will be found to be carrying Strep. pneumoniae in 
the nasopharynx and some 5 to 1S per cent. a haemo- 
lytic streptococcus ; between 40 and 80 per cent. will 
be harbouring H. influenzae and 5 to 20 per cent. 
N. meningitidis. The frequency of isolation from the 
nose is uniformly very much lower for each organism, 
though it is interesting to note that in children the 
nasal and nasopharyngeal rates differ considerably less 
from one another than is the case with adults. Looked 
at in another light, the figures obtained at the School 
of Hygiene suggest that every person in the sample 
population would, at one time or another within a 
period of six years, have harboured H. influenzae and 
one or other type of pneumococcus in the nasopharynx, 
while at least three-quarters would have harboured 
the meningococcus and a haemolytic streptococcus. 
Clearly, as Sir Arthur MacNalty points out in his 
preface to the report, we need not hesitate to accept 
any epidemiological hypothesis on the grounds that it 
postulates a widespread distribution of potentially 
pathogenic bacteria in the absence of overt clinical 
disease. The pneumococcus tends, it is apparent, to 
be isolated more frequently in cold, damp weather 
than during hot, dry periods, while with the haemolytic 
streptococcus the association is reversed; but in 
Neither instance are the seasonal fluctuations large. 
Such movements as there are are distinctly more pro- 
nounced in the nose than in the nasopharynx, and if 
the observations for the deeper respiratory passages, 
reported by A. B. Rosher and W. T. Cole, are included 
in the picture there are seasonal variations which are 
of considerable epidemiological interest. The figures 
then suggest that the cold weather of late winter and 
early spring is associated with an extension of the 
mucous surface colonized by the potentially pathogenic 
bacteria from the nasopharynx forward into the nasal 
Cavities and downwards into the trachea and larger 
bronchi. There is also evidence that a similar exten- 
sion tends to occur in association with epidemic 
influenza or the common cold. On the other hand, 
the findings give no support to the previous observa- 
tions at Manchester that epidemics of respiratory 
disease are preceded by any characteristic change in 


the bacterial flora which might serve as a warning of 


the imminence of such an outbreak. Outbreaks of 
haemolytic streptococcal infection, for instance, seem 
to be caused, as Dr. F. Griffith has suggested, by the 
importation into a community of a strain of bacterium 
possessing an unusual power of spread rather than by 
a general increase in the frequency of the strains 
already present. It does not, of course, follow that 
factors, such as overcrowding, which promote or hinder 
contact infection are unimportant. They may largely 
determine the ease with which an epidemic strain may 
multiply when introduced to a community—a problem 
of some importance under conditions of evacuation. 

Another observation of interest in relation to war- 
time conditions is the relatively high frequency of 
Meningococci in the nasopharynx. During the last 
war a carrier rate of 10 to 20 per cent. was regarded 
as unduly high and a rate of 20 per cent. as a warning 
of an impending epidemic. Rates of these levels were 
quite frequently observed in the groups of adults 
swabbed during this investigation. There is also some 
evidence that the pneumococcus and the meningococcus 
tend to be associated in the nasopharynx, so that a 
person who is harbouring one of these organisms is 
subject to an increased chance of harbouring the other, 
and frequent carriers of the former tend to be 
relatively frequent carriers of the latter. Observations 
on persons suffering from colds are in conformity with 
the view that it is a virus infection. At the time that 
a cold begins there is no pronounced change in the 
nasopharynx or nasal flora. Swabs taken a week after 
onset indicate, however, that in the later stages of a 
cold pneumococci and H. influenzae frequently invade 
the nasal cavities and give rise to a muco-purulent 
inflammation. With regard to the serological types of 
pneumococci the report affords the first account based 
on extensive swabbing of the frequency of such types 
in the throat and nose of normal persons in_ this 
country. At the London School of Hygiene, where 
differentiation by type was made for over four years, 
the pneumococcal flora was relatively stable, Type HI 
being consistently the most frequent and no strain 
showing any outstanding power of spread. Although 
it is probable that “ epidemic ” strains of pneumococci 
might display a power of spread analogous, if not 
equal, to that displayed by “epidemic” strains of 
haemolytic streptococci, no such occurrence did in fact 
arise, although it is likely that repeated interchanges 
of type took place between one person and another. 
It is also of interest to note that there was a tendency 
for each individual to establish a dominant flora con- 
taining one or more serological types of pneumococci 
and persisting over considerable periods of time. 

In general, to quote the Chief Medical Officer, this 
work presents a picture of the normal nasopharyngeal 
flora, and of the changes it undergoes in response to 
a variety of external conditions, which is more detailed 
and extensive than any previously on record 
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THE PRESIDENCY OF THE G.M.C. 


The session of the General Medical Council—the one 
hundred and fiftieth in its history—which has been held 
during the past week has scen the retirement of Sir 
Norman Walker from the office of President, which he 
has held for eight years. Sir Norman Walker’s “ reign ” 
has been exceeded in length by only two of his nine 
predecessors—the late Sir Henry Acland, who, was 
President for thirteen years, and the late Sir Donald 
MacAlister, who occupied the chair for the very long 
period of twenty-seven years. The retiring President 
had already spent a quarter of a century in the 
service of the Council before he was chosen as Sir 
Donald MacAlister’s successor, having been elected as 
one of the direct representatives for Scotland as far 
back as 1907. For many years he had been at the 
President’s right hand as Chairman of Business, a 
position hardly less onerous than that of President 
itself. Among his other noteworthy work for the 
Council were two visits to all the medical colleges and 
several of the much more numerous medical schools 
of India. His report on his return from those visits 
influenced the Council in dealing with the delicate 
situation which presently arose with regard to the 
Indian Universities and their medical degrees. Sir 
Norman Walker can certainly claim that under his 
rule the dignity of the chair has been fully maintained 
and, moreover, that the business of the Council has 
been distinctly expedited. One of the achievements in 
which he takes special pride is that during his period 
of office the Council has sat on the average only for 
nine days in the year, whereas in the first decade of 
this century it customarily sat for fourteen. But that, 
of course, may be due to the fact that delinquent 
practitioners are not so numerous as formerly as well 
as to the businesslike methods of the President. 

The last act of Sir Norman Walker in the chair was 
to induct his successor, Mr. Herbert Lightfoot Eason. 


Mr. Eason has been a member of the Council for . 


fifteen years, having taken his seat as representative of 
the University of London in 1924. He has served 
with Sir George Newman as joint treasurer of the 


~ General Council and he is a trustee of the English 


Branch Council. Mr. Eason has had long experience 
in educational administration in London. He became 
a representative of the Faculty of Medicine on the 
Senate of his University in 1911; he has also been a 
representative of the Senate on the University Court, 
and in 1935-6 he was Vice-Chancellor. He is a 
member of the Governing Body of the British Post- 
graduate Medical School, and was a member of the 
Ministry of Health Postgraduate Medical Education 
Committee from 1925 until 1930. Another activity in 
which he is well known is his membership of the 
General Nursing Council, where he represents the 
Ministry of Health. But, of course, to Guy’s men all 
over the Empire he is best remembered for his long 
tenure as Superintendent of that hospital, Dean of 
the Medical School, and Warden of the College. 
Those who have watched Mr. Eason on the Council 
itself and in other bodies are confident that he will 
prove a wise and able occupant of a position which is 
always very much in the public eye. 


INDUSTRIAL HEALTH IN WAR TIME 


The nineteenth annual report of the Industrial Health 
Research Board appears at an opportune moment,! 
for the work of the Board has a special relation to 
industrial problems arising in the production of 
munitions. The Board was, in fact, initiated in 1918 
to carry on the work of the Health of Munition 
Workers Committee, a body which had been appointed 
in 1915 by Mr. Lloyd George, then Minister of 
Munitions, to advise on questions of hours of labour 
and other matters affecting the health and efficiency 
of munition workers. The health of many of these 
workers had been gravely affected by excessive hours 
of labour and poor environmental conditions, and 
though it is unlikely that the errors of control then 
committed will be repeated in so serious a form at the 
present time, it is important that the employers and 
managers of munition works should be reminded of 
them, in case they tend to regress. Employers are 
apt to forget that an increase in working hours does 
not mean a corresponding increase of output, and that 
very long hours may so far defeat their object—owing 
to the over-fatigue induced in the workers—that they 
result in an actual reduction of output. The investi- 
gations made by the Health of Munition Workers 
Committee were extended by the Board in a number 
of directions which the committee itself had no oppor- 
tunity of exploring, and a study of the present report, 
and of the extensive summary given in last year’s 
report, should be of great assistance to the managers 
of munition factories, as well as to those engaged in 
the direction of other industrial concerns. 

Some of the work described in the report now pub- 
lished has naturally, from its peace-time character, only 
an indirect relation to war-time needs ; but the report 
states that much of this work will remain in abeyance 
during the war, and the energies of the investigators 
will be devoted for the time being to problems of 
immediate interest. Probably the most urgent of these 
problems reiates to the duration of hours of work and 
the absence of days of rest, for we already hear of 
munition factories where there is little remission of 
labour on Saturday afternoons and Sundays. Of the 
present work of the Board which has a considerable 
war-time significance that on the effects of mass- 
production and on “ speeding-up ” may be mentioned. 
The physiological and psychological problems posed 
by the use of conveyers are being studied in the cloth- 
ing and motor industries, and are found to raise points 
of considerable importance, both for the employers 
and the employed. The speeding-up standards set by 
efficiency engineers are opposed by representatives of 
labour on the ground that the health and comfort of 
the workers are being sacrificed to speed of production. 
The effects of the speeding are being studied objectively 
in terms of accidents, absenteeism, spoilt work, and 
output, and subjectively by the collection of personal 
information from several hundred workers. In addi- 
tion, a general investigation of the subject of incentives 
is. in progress. The question of accident-proneness 
arises in almost all industries, including those of munl- 
tion production, and it is still being vigorously pursued 


* H.M. Stationery Office. (6d.) 
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by the Board’s investigators. A report on the psycho- 
logical functions involved in motor accidents has been 
prepared, but’ it was thought to be of too complex and 
technical a nature for the general public. Another 
report is therefore being written in non-technical 
Janguage, which summarizes all the work on accident- 
proneness carried out by the Board. 


RACE, KNOWLEDGE, AND EMOTION 


“Tt is no exaggeration to say that racial theories have 
led to the ruin and death of millions of people in 
modern times, and they are still potent destructive 
agencies.” The quotation is from a clearly written 
brochure' in which Dr. G. M. Morant, one of the 
most distinguished members of Professor Karl Pear- 
son’s school of statistical anthropologists, sets out the 
results of modern anthropological investigation of 
European “races” in Central Europe. Dr. Morant 
makes clear the futility of the language criterion of 
race (the sole criterion of many journalists and poli- 
ticians) and shows further that even the criterion of 
blood grouping, which, superficially considered, might 
seem to support: a racial differentiation of Germans 
from others, does not do so. There is indeed a 
certain geographical orderliness in arrangement, but 
the “ blood group data suggest forcefully that Germany 
is racially far more heterogeneous than any other 
country in Europe for which adequate records are 
available, and this fact is sufficient to demonstrate that 
the use of a common language by a number of peoples 
is no evidence of their common descent.” The 
author of Mein Kampf at one point of his career 
would have cordially endorsed Dr. Morant’s con- 
clusion on this point; at page 428 he remarked that 
“nationality (Volkstum), or rather race, is not a 
matter of language but of blood.” But at that time 
he believed in a mythical Aryan race, identified by his 
admirers with the Nordics of older anthropologists, and 
Dr. Morant has no difficulty in showing that the 
Nordics have virtually disappeared from Germany. 
“The difficulty now is to find any section of the popu- 
lation of Germany which could properly be called 
Nordic.” Dr. Morant suggests that if knowledge cf 
the scientific facts were universally disseminated “ the 
absurdity of all racial conflicts would then be appar- 
ent.” This is optimistic, or rather the implication 
that masses or even individuals will not often do what 
they know intellectually to be absurd is quite wrong. 


“You'll ask me, why I rather choose to have 
A weight of carrion flesh. than to receive 
Three thousand ducats? Ill not answer that: 
But, say, it is my humour: is it answered? ” 


Modern medical psychologists know more of the 
mechanism than did Shakespeare, but the psychological 
fact was as clear to him as to Freud himself. No 
‘More complete proof of the proposition that in a 
modern large-scale war there are no victors only 


‘The Races of Central Europe. By G. M. Morant, D.Sc. 
London: George Allen and Unwin. (5s.) 


vanquished could be asked than the events of 1914-39. 
Yet another war is in progress. But it is certainly 
true that although knowledge is not a spring of action 
(as Aristotle pointed out) knowledge does, very 
gradually and in certain fields of activity, control or 
deflect action. The practice of our own art is a 
striking proof of this. It is a more encouraging proof 
than the obvious illustrations of the physical sciences, 
because we are concerned with human beings afflicted 
in mind, body, or estate, and are ourselves human. 
Many plans of treating mental or bodily disease do 
stir emotions. Yet the sick in this war will be more 
rationally treated by us than the sick in the last war, 
and those sick in 1914-18 were better treated than the 
sick of 1899-1901. Even over the emotions knowiedge 
has a little power. Dr. Morant’s book will do some 
good even at the emotional level; intellectually it 
should convince and instruct many. 


SYSTEMATIC SCREENING OF THE CHEST 


Routine screening has been carried out on all recruits 
to the French army for several years, and more 
recently in the navy; it is also employed in the 
Swiss, German, Belgian, and Czechoslovak armies. It 
was adopted in Algeria in 1935, and J. Jalet, chief 
radiologist to the military hospital at Algiers, in a 
recent paper on this work,’ states that the percentage 
of tuberculin-negative recruits is much higher than 
had hitherto been thought to be the case, particularly 
among European country people and North African 
natives. It has been found that during the first six 
months in barracks no less than 25 per cent. of the 
men become tuberculin-positive, the change being 
accompanied in some cases by mild constitutional 
symptoms of the primary complex or by acute 
pneumonic or pseudo-influenzal phthisis. | These 
primary syndromes generally develop as a result of 
contact with unsuspected sputum-positive cases ; 
systematic radiological examination in order to 
detect such cases should be undertaken not only 
at the time the recruits enter the army but also at 
intervals during their training and military carcer. 
Screening has been found to be rapid, sufficiently 
reliable, and compatible with the military authoritics’ 
need for recruits. It is not carried oui at the time the 
recruits are admitted, but later in barracks after a large 
number have been eliminated by the preliminary 
general medical examinations. Of 19,305 recruits 
examined since 1934, of whom 13,688 were natives, 
890, or 4.6 per cent., were found to have manifest or 
suspected lesions. After further radiological and 
clinical investigations 138 persons (0.71 per cent.), 
including eighty natives, were rejected, ninety-four 
permanently and forty-four temporarily ; all the natives 
were rejected for good as there is no provision for 
their temporary rejection. Sixteen recruits, of whom 
nine were natives, were found to have tubercle bacilli 
in the sputum, while 318 (1.64 per cent.) were 
considered “doubtful” and placed under medical 


’ Bull. Un. internat Tuberc., 1939, 16, 302. 
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supervision. Dr. Jalet states that subsequent periodic 
screening disclosed further definite cases; these were 
not necessarily missed at the first examination but were 
probably the result of endogenous reinfection. In 
assessing the value of systematic screening, not only 
must the actual number of cases discovered be taken 
into account but also the time spent by the men in the 
military community before they are eliminated. It is 
of interest that there are fewer eliminations of young 
native recruits than of recruits from France. This 
accords with the smaller percentage of natives in whom 
the tuberculin test is positive, the greater incidence 
of disease among them later being due to the fact that 
they are more often the victims of a primary infec- 
tion. Dr. Jalet has written a paper that merits close 
study at a time when a similar problem faces us in this 
country. 


LADY NICOTINE 


Precise information on the effects of tobacco smoking 
on the human organism is not easy to obtain, and 
clinical impressions seem often to be allowed to take 
their place. As with all impressions, these are rarely 
formed without much personal bias. Many consider 
that tobacco is harmful to the cardiovascular system 
and to digestion, whilst others look upon it as a useful 
sedative and as a stimulant to digestion—what the 
psychologists describe as an ambivalent attitude. As 
with all actions of chemical or physical agents on the 
body, psychological or conditioned-reflex effects cannot 
be excluded. The morning cigarette may, for example, 
be lauded as the ideal laxative by one who has con- 
ditioned his colonic evacuation to the post-prandial 
puff ; where there is a wish there is a way, and no 
pharmacological action need be invoked. It is also a 
general impression that smoking lessens appetite, and 
that a cigarette will help one to stave off a meal. Many 
people in times of stress or strain are inclined to sub- 
stitute smoking for food. In this connexion it appears 
that smoking may increase gastric acidity. Dr. 
Schnedorf and Dr. Ivy’ in Chicago have reported a 
number of observations on the effect of tobacco 
smoking on salivary and gastric secretion in man and 
in dogs. Both in smokers and non-smokers cigarette 
smoking increased the flow of saliva ; but out of a total 
of sixty individuals examined gastric secretion was 
decreased in just over half, unaffected in twenty-five, 
and slightly increased in only two. These findings are 
in contrast to those of Gray,” made without the same 
completeness ten years ago. Schnedorf and Ivy also 
noted little change in the emptying time of the stomach 
(certainly no increase in rate), but observed a remark- 
able inhibition of the hunger contractions of the empty 
stomach. This reflex inhibition, they showed, was due 
to vagal inhibition and did not occur in dogs given 
large doses of nicotine subcutaneously. The action of 
tobacco smoking on the colon was variable, but on the 
whole there seemed to be slightly increased motility. 
As these workers emphasize, however, tolerance 


1 J. Amer. med. Ass., 1939, 112, 898. 
* Amer. J. Surg., 1929, 7, 489. 


to tobacco is variable, and with an overdose nausea, 
vomiting, and increased gastric peristalsis occur. For 
instance, three patients with gastric ulcers who were 
tested vomited and fainted after smoking two or three 
cigarettes on an empty stomach. The conclusion from 
these studies would seem to be that in patients with 
peptic ulcer the risk is in their substituting smoking for 
regular meals, and so prolonging hunger periods, rather 
than in any direct or indirect effect on gastric secretion 
or peristalsis. The action of tobacco on the cardiovascu- 
lar system can be more precisely investigated. Using 
the electrocardiograph, Segal* noted an increase in the 
heart rate and a lowering of the T wave after smoking 
either ordinary cigarettes or those of the so-called de- 
nicotinized brands. Short and Johnson* showed the 
effects to be comparable to those following injection of 
adrenaline—increase in pulse rate, fall in skin tempera- 
ture, and slight rise in blood sugar. Alteration in 
blood pressure varied considerably. Nicotine itself is 
a powerful vasoconstrictor when injected into cats or 
dogs, and Helmer and others’ show that it can be 
exiracted fairly readily from the urine of human beings 
who smoke. Most investigators have reported some 
temporary rise in systolic blood pressure after tobacco 
smoking, others note little appreciable change. Herrell 
and Cusich* have demonstrated on ten subjects an 
excessive blood-pressure response to cigarette smoking, 
and they regard this as due to a vasospastic idio- 
syncrasy. Pressures in some cases rose from 130 mm. 
Hg systolic to 195, and 70 diastolic to 110; a cold 
pressor test in these individuals gave similar findings. 
All these observations show the need for individual 
judgment in the use of tobacco and its especial danger 
in those who have, for instance, an excessive vasomotor 
reaction to cold. The fall in skin temperature from 
constriction of peripheral arterioles observed in many 
individuals after smoking must also suggest the need 
for care in those liable to peripheral vascular disease, 
among which, of course, endarteritis must be remem- 
bered. 


Sir Arthur MacNalty’s annual report for the year 
1938 as Chief Medical Officer of the Ministry of Health 
is published this week (H.M. Stationery Office, 3s. 6d.), 
and we hope to give an account of its contents in an 
early issue. There is a chapter on the emergency 
hospital organization and medical arrangements, but 
this was written before the war and before the vast 
organization came into being. . 


The Harveian Oration (postponed from St. Luke’s 
Day) will be delivered by Dr. R. A. Young on Friday, 
December 15, at 2.30 p.m., in the large Library of 
the Royal College of Physicians of London, Pall Mall 
East. The Commemoration Dinner will not be held 
this year. 


* Amer. J. med. Sci., 1939, 196, 851. 
* J. Lab. clin. Med., 1939, 24, 590. 

5 Amer. Heart J., 1939, 17, 15. 

® Proc. Mayo Clin., 1938, 18, 273. 
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SURGICAL PROCEDURES IN GENERAL PRACTICE 


This is one of a series of articles contributed by invitation 


TREATMENT OF FRACTURES IN 
THE REGION OF THE KNEE 


(EXCLUSIVE OF PATELLA) 
BY 


GATHORNE R. GIRDLESTONE, F.R.C.S. 


Whenever a joint surface is fractured the main object of 
treatment is the restoration of the form and plane of the 
articular surface. This is more difficult in the knee than in 
any other joint because only a small part of the opposed 
articular surfaces is in contact at any one period. At the 
same time the restoration of the true plane is rendered 
more important because the knee is a weight-bearing joint 
lying between two bones of great length. Here again, 
although a complete range of movement is very desirable, 
full extension is of much more consequence than full 
flexion; furthermore, extension must be strongly con- 
trolled by active muscles, for there is no value in full 
extension if it cannot be fully maintained against gravity. 
The particular manoeuvres directed towards these objects 
of restoration of form, of movement, and of muscular 
control are: (a) the exact reduction of the fracture; 
(b) the maintenance of traction; (c) the institution of 
early assisted active movements. 

One principle is of paramount importance in the treat- 
ment of every fracture—namely, the assurance of free 
circulation in the whole limb. 


Lower End of Femur 


Fractures at the lower end of the femur may be supra- 
condylar, intercondylar, T-shaped, unicondylar, or fracture- 
separation of the epiphysis. Widespread extravasation 


Fic 1.—Showing the treatment of shattered head of tibia— 
second stage, with distraction provided and retained by two 
Steinmann pins, which can be seen in the close-up held in a 
a leg plaster respectively, with a hinge applied to allow 

obility. 


Within and without the joint occurs so quickly that 
accurate clinical diagnosis is seldom to be expected without 
radiography. As a first-aid measure immobilization of the 
lower extremity as it lies is imperative. This is best 
efiected by the application of a Thomas splint. A tem- 
Porary fixed traction can be used by putting a bandage 
Clove-hitch round the ankle over the boot or shoe (in the 
latter case the ankle itself should be protecied by adequate 


padding). If no proper splint is available the limbs should 
be tied together and their movement eliminated so far as 
possible by improvised splinting. This splintage should 
not be disturbed until an antero-posterior radiograph has 
been taken to determine the site and character of the 
injury; then, after division of the bandages, a cassette 
can be placed between the limbs and a lateral view be 
taken from the side without movement of the broken limb. 


Supracondylar fracture is typically associated with 
posterior angulation of the distal fragment, a deformity 
commonly due to the originating force and maintained 
by the pull of the gastrocnemius. Reduction can almost 
always be achieved by a pin or wire inserted through the 
tibial crest just below the tubercle, the leg being slung 
in a Thomas splint with a flexing knee-piece at 150 degrees. 
This allows pull in the long axis of the femur and relaxes 
the gastrocnemius. Open reduction is rarely required. 
Prognosis is good, though even after accurate reduction 
there may be some permanent limitation of flexion, with 
otherwise good stability and range of movement. 


Fracture-separation of Lower Femoral Epiphysis.— 
This is not very uncommon during the period of school 
life. Radiographs show that there is separation at the 
epiphysial plate rather than a true fracture ; the distinction 
is most important, as the prognosis is less certain. Reduc- 
tion must be exact, but even so premature fusion of the 
epiphysial line is common and one or two inches of 
shortening may result by the time the patient is full- 
grown. On the other hand, full function of the knee is 
readily restored. Reduction is best carried out by manipu- 
lation in flexion with radiographic control. It is often 
wise to retain about 90 degrees of flexion in plaster 
(pelvis to foot) for a fortnight or three weeks, then to 


Fic. 2.—Close-up of Fig. 1. 


put the limb in a Thomas splint with a flexion piece 
arranged as already described. 

T or Y fractures of the femur or tibia are often the 
result of direct violence. and then show little displacement. 
But any broadening of the articulating end of either 
is to be avoided. A Bohler clamp may be used, or the 
method, introduced by Kindersley of Bath, of applying, 
first, traction (of, say, 20 Ib.), secondly, an Esmarch bandage 
(firmly), and, thirdly, a heavy hammer round both sides 
of the joint with moderation and with purpose in relation 
to the radiographs. This manoeuvre achieves two aims: 
first, to correct the longitudinal alignment, and, secondly, 
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to reduce the lateral separation; the former by skeletal 
traction applied through the crest of the tibia, and the 
latter by circumferential compression and moderate ham- 
mering, directed rather tc wards replacement than to impac- 
tion of the fragments. Operative correction followed by 
screw or bone-peg retention is advisable when radiographs 
indicate inadequate reduction ; this operation can be per- 
formed without disturbance of the skeletal traction. 
Fracture of one condyle is usually reducible by manipu- 
lation in the direction of over-correction of the lateral 


deformity, perhaps assisted by a few purposeful blows with 


a mallet over a felt pad. The reduction is always con- 
firmed by radiographs. If accurate reduction has been 
achieved it can be maintained by a plaster from groin to 
toes with a good padded hold at the tuber ischii. Then 
after a fortnight hinges can be added, with the axis of 
movement very carefully and accurately placed and 
enough plaster cut away over the knee itself to allow of 
movement (Fig. 1). The plaster is of course slung and the 
usual pulley attachment for active movements instituted 
(Fig. 1). If, however, radiographs show that the position 
is imperfect, open reduction with fixation by bone peg 
is indicated. This operation can be done by working 
through a large window in the plaster. After the opera- 
tion the hinges can at once be fitted. A technical point 
helpful towards the exact placing of the hinges is to take 
a true lateral radiograph with an “R™ on the right side 
of the limb and an “L” on the left, arranged in the 
position which seems likely to be the right one. 


Comminution.—In really difficult cases, especially where 
there is much comminution, the best method is reduction 
and retention by Steinmann pin or Kirschner wires, 
described above. 


It was particularly for comminution of the upper end 
of the tibia that Kindersley’s method was designed. In 
all these fractures of the tibia skeletal traction is even 
more essential than in those of the femur. Occasionally 


Fics. 3 and 4.—Plaster treatment for a rather late case of 
traction fracture of tibial spine. 


a detached condylar fragment of femur or tibia may be 


controlled by a Steinmann pin poked through the skin 
without open operation. It has already been mentioned 
that the exact displacement of the articular plates of the 


tibia is most important, and in cases in which good reduc- 


tion has not been achieved it is wise to operate. At the 
operation the joint should be opened in order to control 
the reduction and to make sure that the menisci are in 


their right position. As a rule, especially on the outer 


side, it is better to remove a meniscus which appears to 
have been damaged or is likely to interfere with function. 


Spine of the Tibia.—A traction fracture of the anterior 
tibial spine is fairly common. It is, of course, pulled off 
by the anterior cruciate ligament. There is a resultant 
lack of the normal control of forward movement of the 


tibia on the femur, but the sign most commonly present 


is lack of full extension of the knee. This must not be 
mistaken for a cartilage displacement, which it closely 
resembles. Accurate antero-posterior and lateral radio- 
graphs will distinguish the condition. The treatment is 
retention for six to eight weeks in full extension. When 
the case is seen after a week or two full extension cannot 
be immediately achieved owing to an upward displace- 
ment of the spine and infiltration between it and its attach- 
ments. .In such cases it is wise to put a plaster on in as 
full a degree of extension as can be readily obtained, 
Then by cutting and wedging the plaster once or twice at 
four- or five-day intervals it is possible to obtain full 
extension by gradually squeezing down the spine into 
position (Figs. 3 and 4) and so to avoid any stretching of 
ligaments. It is important that the plaster should get 
gocd well-moulded holds behind on the tuber ischii and 
on the back of the heel; in front, round rather than on 
the patella. 
Complications 


~ Haemarthrosis—A fracture involving any joint is apt 
to cause haemarthrosis, but this complication is especially 
common and troublesome in the knee. Aspiration may 
be necessary, but it should be delayed or avoided unless 
the part is very tense and painful. No attempt should 
be made to get rid of the whole content of blood, for this 
is both impracticable and undesirable. The earlier and 
the more complete the relief by aspiration the more likely 
is the joint to fill again. 

The Menisci.—In the knee, too, the presence of the 
semilunar cartilages adds to the delicacy and complexity 
of its internal mechanism. The menisci are often trouble- 
some in depressed fractures of the articular plates of the 
tibia. 

Patellar Surface of Femur.—Not long ago I saw a 
young lady about 21 years of age whose knee was crushed 
by a car which had been left standing on a hill and had 
run away. The fore-part of the external condyle of the 
femur had been crushed inwards across the front of the 
patellar surface. Such a displacement is not clearly 
shown in radiographs, and in this case was not recog- 
nized. When I saw her the knee was locked in full 
extension. It was fortunately possible to restore free 
movement by the removal of the patella and by an exten- 
sive plastic operation on the quadriceps and external 
vastus over a fascia lata transplant. 


Ischaemia or Gangrene.—Loss of circulation may be 
due to an unrelieved popliteal haematoma or even to per- 
foration or thrombosis of the main popliteal vessels 
following delay in reduction or adequate fixation of 
supracondylar fractures. Early operation is indicated. 
The signs and symptoms are pain, cold pulseless foot, and, 
as a rule, a large extravasation in the popliteal space. 


Injuries to Nerves.—These are rare as a direct result 
of the fracture. I have had one case in which the sciatic 
nerve was almost divided by the sharp knife-like oblique 
edge of the lower femoral fragment. But subsequent 
paralysis of the external popliteal nerve is common and 
due to pressure on the nerve behind “the head of the 
fibula or as it winds round its neck. Numbness, tingling. 
and loss of voluntary dorsiflexion of the toes are 
indications for the immediate relief of pressure at this 
situation. 
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Compound Fractures 


Compound fractures involving the knee demand imme- 
diate operative treatment. After thorough cleansing of 
the skin by soap and water the edges of the wound are 
excised and all bruised and avascular tissues accurately 
cut away. Small detached fragments of bone are re- 
moved, and if the patella is extensively fragmented it is 
better excised. Opinions differ as to the advisability of 
prolonged lavage of the joint. The wounds need not be 
sutured, though when the patella has been removed a 
central suture with fine non-chromicized catgut is best. 
The suture should not be drawn tight. In cases in which 
drainage is likely to be required two vertical lateral 
incisions should be made and fine non-chromicized catgut 
sutures used to prevent premature closure. Two stitches 
are applied in each wound, one in front and one behind. 
By each the skin and perisynovial tissues are gently sewn 
together ; thus granulation is prevented. Following the 
Operation immobilization is essential. It is my practice 
to carry this out by fixed traction, preferably skeletal, 
on a Thomas splint with a flexion piece. In my last 
three cases of this serious type where lateral drainage was 
necessary I have obtained extraordinarily favourable 
results by a method learned from Dr. Maurice of Marl- 
borough. In this method the surgeon once a day very 
gently grasps the back and sides of the knee with bis two 
hands, exercising mild pressure on the posterior pouches 
and gently lifting the knee upwards to give it just 5 or 10 
degrees of flexion movement. This induces an escape, 
through the lateral incisions, of fluid from the posterior 
pouches, which otherwise so insidiously and disastrously 
spreads into the intermuscular planes above and below 
the knee. 


Acute Septic Arthritis 


Whenever this occurs, with illness and high fever, much 
more radical drainage is necessary. Both lateral liga- 
ments are divided transversely and the incisions are 
carried back round the posterior pouches with due regard 
to the pepliteal vessels and nerves ; the knee is immobi- 
lized completely on a Thomas splint with about 20 degrees 
of flexion in order that ankylosis may take place at a 
useful angle. If pus spreads into the intramuscular 
planes amputation is indicated, and should be carried out 
without delay by a modified guillotine method, followed 
by skin traction on a short Thomas splint with a terminal 
ring. 


An article on the health of munition workers by Dr. H. M. 
Vernon, investigator to the Industrial Health Research Board, 
appears in the November issue of Jndustrial Welfare and 
Personnel Management (published by the Industrial Welfare 
Society, 14, Hobart Place, S.W.1, price 1Is.). Dr. Vernon, who 
carried out many investigations for the Health of Munition 
Workers’ Committee appointed by Mr. Lloyd George in 1915, 
in this article, the first of a series, summarizes the results of 
the experience of that committee in dealing with the problems 
of the last war, and indicates their application to the organiza- 
tion of work on the home front in the present struggle. The 
most important point Dr. Vernon emphasizes is that the 
experience of the last war showed how foolish it was to work 
excessively long hours in the hope of securing a larger output. 
Employers should not be discouraged by the fact that output 
will fall temporarily after hours are reduced, until the workers 
get into their stride under the new conditions. Another 
Important conclusion of the Munition Workers’ Committee was 
the need for the appointment of welfare supervisors in 
munition and other factories. 


A FIRST-AID POST IN LONDON 


The following article has been written by two medical 
Students, Mr. Desmond O'Callaghan and Mr. R. A. 
Shooters of St. Bartholomew’s Hospital Medical College, 
who have been working since the beginning of the war 
at the first-aid post established at Aldermanbury, in the 
City of London. 


First-aid posts have been instituted to relieve the casualty 
receiving hospitals from a rush of minor casualties and 
to act as filters passing on only cases whose injuries 
necessitate a period of treatment in hospital. Thus “ walk- 
ing” and “sitting” cases will all be directed to first-aid 
posts, but in addition “stretcher” cases may arrive 
carried in because they have occurred near to an aid 
post or because transport direct to hospital is for some 
reason delayed. By telephoning to the local control centre 
an ambulance can be summoned to convey “ stretcher ” 
cases to hospital, other cases. being sent home after treat- 
ment. It is obviously an advantage to have first-aid 
posts situated in a hospital or other medical building, 
but in the City of London the only hospital, St. Bartho- 
lomew’s, is a casualty clearing hospital. It has therefore 
been necessary to establish the five first-aid posts in non- 
medical buildings. 

The post to which we have been attached since the 
beginning of the war is situated in the basement of a 
modern steel-framed commercial building five stories 
high, all the floors being constructed of reinforced ccen- 
crete. All the windows which look on to areas, and 
also the pavement lights, have been heavily sandbagged, 
so that the personnel of the post and any casualties under 
treatment will be safe against everything but a direct hit 
from a very large bomb. 


Arrangements for Admission 


There are three separate entrances into the post. 
Casualties, male and female, who were not contaminated 
by blister gas would be admitted through the double doors 
of the main entrance, and would proceed down a wide 
flight of stairs, through an air lock, into the male and 
female first-aid rooms. These have been made quite 
simply by dividing a large room, formerly a restaurant, 
into two sections by hessian screens. What was a serving 
counter is used as an office; folding tables for drugs, 
dressings, and instruments, and trestle tables for stretcher 
cases requiring treatment, are provided. Two improvised 
tables, common to both male and female, support the 
sterilizer and poison cupboard ; and chairs, placed back 
to back, are provided for sitting cases. 


Casualties contaminated by blister gas would enter from 
the opposite side of the building, where there are separate 
entrances for men and women. Stencilled placards guide 
the casualties to their respective cleansing rooms. The 
male cleansing room is a cloakroom-lavatory which has 
been converted by the addition of sprays attached to the 


-wash-basin taps; a bar of cement has been laid across 


the floor to localize waste water, while a hole has been 
made in the wall to drain away the water to a gully in an 
area outside. The female cleansing room, the former 
kitchen, is planned cn the same simple lines. These 
changes have been made at little cost and have involved 
no structural alterations. “* Stretcher” cases which have 
been contaminated would be admitted by the main 
entrance, but would be stripped before being taken into 
the post, where they would first of all be taken into the 
male or female cleansing room, as the case may be, 
and then carried into the appropriate first-aid room. 

The medical equipment of the post is that prescribed 
in the Ministry of Health Circular 1789. 


Personne! of the Post 


The personnel of the post coniprises three doctors, who 
will only attend after an actual air raid on the City 
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—excepting one who, as medical officer in charge, exer- 
cises. general supervision over the organization and 
training; a member of the staff of the Public Health 
Department who acts as the representative of the 
medical officer of health in the administration of the post : 
a trained nurse: four resident medical students; and 
nineteen whole-time paid first-aiders, who have twenty- 
four hours on duty followed by twenty-four off. In 
addition there are some fifty unpaid part-time volunteers, 
who have undertaken to give assistance at the post in 
the event of an air raid occurring when they are at work 
in the City. 

If a first-aid post is to discharge its function of dealing 
with all “walking™ and “sitting” casualties, and in 
addition be capable of giving temporary treatment to 
such “stretcher ~ cases as may be carried into the post 
from a bombed area in the vicinity, its personnel must be 
trained up to, and if possible beyond, the pre-war first-aid 
standard. This training should be supplemented with as 
many and as varied practical exercises as possible. 


Interim Practice for the Staff 


Though fortunately up to the time of writing London 
has not been raided, the personnel of the first-aid posts 


have not been idle. Lectures and demonstrations have 
been given daily, and combined exercises with 
“ casualties,” both wounded and gassed, have been 


carried out regularly. But in addition it has happened 
that many cases of injury which have occurred in the 
Streets or in buildings near the posi have been brought 
in tor treatment. From a considerable number of cuts, 
lacerations, burns, and fractures the following two cases 
will illustrate the application of strictly first-aid principies 
and also demenstrate the necessity for personnel who have 
practical experience. 


CASE I 


A man aged 62 walked into the first-aid post with the assis- 
tance of a policeman. Between puffs at his cigarette he com- 
plained of pain in the region of the left hip. Ten minutes 
previously he had fallen down three steps and landed on his 
left side. He felt no severe pain at the time, and at once 
could move his left leg slightly. 


Examination.—He was not pale or sweating and did not 
appear to be in any pain. His left leg lay in its normal 
position, with the pelvis not tilted. There was no “ rolling 
out” of the foot and no local bruising. There was a tender 
point above the great trochanter. Measurements showed the 
absence of true shortening. At the hip active flexion was 
limited to 30 degrees, but extension was full. Passive adduc- 
tion and abduction caused pain just above the trochanter on 
approaching their full extent. Passive flexion over 30 degrees 
org pain. Diagnosis of fractured neck of the femur was 
made. 


Treatment-—(1) A stretcher was prepared by the R.A.M.C. 
method, using two blankets folded to give two thicknesses 
above and four below. The patient was placed on a stretcher. 
(2) The patient's feet were tied together with a_ triangular 
bandage. (3) A long Liston splint. padded by wrapping with 
a blanket, was applied to the left side. extending from axilla 
to beyond the heel. and was held in place by seven triangular 
bandages tied by the St. John method. (4) The patient was 
given a cup of hot sweet tea and sent. with a hot-water boitle, 
to C.C.H. (St. Bartholomew's Hospital!) in an ambulance. 
(The time from entry of patient to arrival at hospital was 
fifteen minutes.) 


Radiographs confirmed the diagnosis. 


CASE I! 


A cook aged 30 slipped and fell on her left shoulder while 
at work. She walked to the first-aid post with her employer, 
complaining that her left arm was useless and her left shoulder 
was painful. 

Examination.—She was a tearful, extremely obese woman. 
Her left forearm was supported by her right hand. No obvious 
shortening or asymmetry was observed. No bony points were 
visible, and local examination was difficult on account of the 
patient’s fatness. There was no palpable tenderness along the 


shaft of the humerus and no crepitus. Examination to elicit 
the position of the humeral head was not persisted with on 
account of difficulty. Active movement was not present, and 
all passive movements were prevented by pain at the shoulder. 
No abnormality was detected in the clavicle. A provisional 
diagnosis of fracture of the neck of the humerus was made. 

Treatment.—(1) The patient was given tea and was wrapped 
in a warm blanket. (2) The arm was placed in a large Red 
Cross arm sling. In view of the adequate support provided 
by the size of the patient’s chest it was considered unnecessary 
to bind the arm to the side. (3) The patient was sent as a 
“sitting” case to the C.C.H. 

Radiographs confirmed the diagnosis. 


Discussion 


These two cases illustrate three principles for first-aid 
posts: (1) not to try to accomplish too much at the 
patient’s expense ; (2) the inadvisability of a too thorough 
search for a fracture: (3) treatment of injuries is not 
stereotyped, and circumstances alter cases. 

In the event of an air raid these might have been 
“walking “ cases. In spite of the severe injuries present 
there would have been little to show in the way of physical 
signs, and they would have presented considerable diffi- 
culty to a first-aider lacking in practical experience. As 
can well be imagined, one of the main factors in arriving 
at the diagnosis in Case I was the fact that a similar 
case had been seen in the past. This again stresses the 
necessity for a large variety of practical exercises. The 
most instructive and at the same time the most interesting 
is one in which a dummy casualty is placed in some part 
of the first-aid pest. This provides useful practice both 
in transport and treatment of the patient. 

The patient in Case I walked in, and left on a stretcher 
—a thing that can be expected to occur often. As all 
stretchers are of a standard type the patient can remain 
on the same stretcher from the first-aid post to, if neces- 
sary. the base hospital. Time is not lost and the return 
of stretchers to depots is facilitated. 

The first-aid post persennel should have training in 
the proper method both of placing patients on stretchers 
and of carrying stretchers. The post should also be laid 
out with an eye to providing adequate room for circula- 
tion of stretchers. The R.A.M.C. plan for advanced dress- 
ing stations does this admirably. 

As a last point it is important that the labelling system 
be adequately understood. If it is not the records for 
the Ministry of Health will be incomplete, and if in 
particular the spaces for time, morphine, A.T.S., and 
tourniquet are not filled in on the Label M.P.C. 46 or 
written in blue pencil on the patient’s forehead the patient 
will suffer. Simplicity should be the ideal, and this is 
fulfilled by Label M.P.C. 46. 


Summary 


An account is given of the purpose and organization of a 
City of London first-aid post. 

Two cases are taken to illustrate first-aid casualties and 
the routine casualty treatment at a first-aid post. 

They also show the necessity for a high standard of first-aid 
training, and that this training should be predominantly 
practical. 

The type of training being carried out is shown. 


We are indebted to Dr. Charles F. White. medical officer 
of health to the City of London. for permission to describe 
this first-aid post and our experience therein, 
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Nova et Vetera 


SECONDARY HAEMORRHAGE IN 1582 
A Royal Case History 


The attempted assassination of the Prince of Orange, 
also known as William the Silent, is fully recounted in 
Motley’s Rise of the Dutch Republic, and its detailed 
description of the circumstances affords considerable 
medical interest. The account is fully documented, so 
that there is every reason to suppose that it is an accurate 
one, and indeed it rings true. The relevant extracts of 
the history are as follows: 


On Sunday, the 18th of March, 1582... the Stranger 
suddenly drew a pistol and discharged it at the head of the 
Prince. The ball entered the neck under the right ear, passed 
through the roof of the mouth, and came out under the left 
jaw-bone, carrying with it two teeth. The pistol had been 
held so near that the hair and beard of the Prince were set 
on fire by the discharge. He remained standing, but blinded, 
stunned, and for a moment entirely ignorant of what had 
occurred. As he afterwards observed, he thought that per- 
haps a part of the house had suddenly fallen. Finding very 
soon that his hair and beard were burning, he comprehended 
what had occurred, and called out quickly, “Do not kill 
him—l forgive him my death!”.. . 

The Prince, supported by his friends, walked to his chamber, 
where he was put to bed, while the surgeons examined and 
bandaged the wound. It was most dangerous in appearance, 
but a very strange circumstance gave more hope than could 
otherwise have been entertained. The flame from the pistol 
had been so close that it had actually cauterized the wound 
inflicted by the ball. But for this it was supposed that the 
flow of blood from the veins which had been shot through 
would have proved fatal before the wound could be dressed. 
The Prince, after the first shock, had recovered full possession 
of his senses... . 


The surgeons implored his silence, as speaking might cause 
the wound to prove immediately fatal. He complied, but 
wrote incessantly. ... For eighteen days he lay in a most 
precarious state. ... But the hopes [for his recovery] which 
had gradually been growing stronger were on the Sth of April 
exchanged for the deepest apprehensions. Upon that day the 
cicatrix by which the flow of blood from the neck had been 
prevented, almost from the first infliction of the wound, fell 
off. The veins poured forth a vast quantity of blood; it 
seemed impossible to check the haemorrhage, and all hope 
appeared to vanish. The Prince resigned himself to his fate, 
and bade his children “ good-night for ever,” saying calmly, 
“It is now all over with me.” 


It was difficult, without suffocating the patient, to fasten 
a bandage tightly enough to staunch the wound, but Leonardo 
Botalli of Asti, body physician of Anjou, was nevertheless 
fortunate enough to devise a simple mechanical expedient 
which proved successful. By his advice, a succession of 
attendants, relieving each other day and night, prevented the 
flow of blood by keeping the orifice of the wound slightly 
but firmly compressed with the thumb. After a period of 
anxious expectation, the wound again closed, and by the end 
of the month the Prince was convalescent. On the 2nd of May 
he went to offer thanksgiving in the Great Cathedral, amid 
the joyful sobs of a vast and most earnest throng. 


Surgical Commentary 


The wound was a remarkable one in passing close to 
sO many important structures without proving imme- 
diately fatal. It seems doubtful whether any big vessel 
can have been damaged in the first instance, as the flame 
of the pistol discharge could scarcely have prevented 
severe primary arterial haemorrhage. But the flame did 
Perhaps disinfect the wound. The subsequent infection 


which caused the secondary haemorrhage might have 
occurred either by reinfection from outside (antiseptic 
wound dressing being then practically unknown), or else 
from the mouth. Against the latter view, however, is 
the fact that the haemorrhage did not take place into 
the mouth, but through the original wound (though 
whether of ingress or egress we are not told). 


The treatment was masterly in its simplicity and 
effectiveness. It resembles the method described in the 
older textbooks as a treatment of aneurysm, and also the 
first-aid treatment of haemorrhage from the common 
femoral artery. 


In conclusion one may add that the Prince made a 
perfect recovery, but only to be again the victim of an 
assassin’s pistol. Two years later he was shot through 
the heart and died within a few minutes. So ended the 
career of a noble man, and, as Motley has it, the guiding 
star of a brave nation. 

Rosert C. Taytor, F.R.C.S. 


AMERICAN NOSOGRAPHY 


Dr. David Riesman delivered the Shattuck Lecture at Boston 
on May 31, 1938. He took as his subject “ American Con- 
tributions to Nosography.” He reviewed the discoveries and 
early descriptions of disease by American writers, gave some 
biographical details, and in several instances a transcript of 
their observations. The lecture, therefore, is useful as a source 
of information because he appends references, and is readable, 
for he has the gift of a ready pen. Almost the earliest writer 
to draw attention to new factors in disease was Benjamin 
Rush, “the Father of American Medicine,” who in 1801 
described the case of a lady whose rheumatism ceased after 
the extraction of a decayed tooth. Focal infections as factors 
in chronic affections engaged the attention of many physicians 
and surgeons, but it was not until 1912 that they were studied 
in detail by Frank Billings of Chicago. Hezekiah Beardsley 
drew attention about 1784 to the condition now known as 
congenital hypertrophic stenosis of the pylorus and gives 
details of a case occurring in a boy who died at the age of 5. 
John C. Otto, too, who lived from 1774 to 1844, recognized 
that haemophilia was transmitted solely through the mother, 
and records the family history of a case which had been under 
his care. W. W. Gerhard (1809-72) distinguished typhoid 
from typhus clinically before the two diseases had been recog- 
nized in Europe. 


Some Eponyms 


George Sumner Huntington described Huntington’s 
chorea” in 1872, when the disease was devastating Long 
Island. John M. Riggs gave his name to “ Riggs’s disease ” 
before it was known as pyorrhoea alveolaris, and the names 
of Weir Mitchell and G. M. Beard are inseparably connected 
with neurasthenia and the rest cure. ‘“ Milroy’s disease,” now 
called angioneurotic oedema, was described in 1892 by W. F. 
Milroy, professor of clinical medicine at Omaha. Sir William 
Osler’s name, says Dr. Riesman, is more especially connected 
with erythema exudativum or nodosum, which might weil be 
called “ Osler’s disease,” for he drew attention to the visceral 
manifestations. 


The American contributions to dermatology are considered. 
Duhring, Schamberg, Fordyce, Dercum are mentioned, and 
there is an excellent account of the American discovery of 
tularaemia in 1904. Attention was first drawn to it by Ancil 
Martin, an ophthalmic surgeon of Phoenix, Arizona, but it 
was not until 1912 that McCoy and Chapin isolated the 
microbe and called it Bacterium tularense, after Tulare County, 
California. Still later Edward Francis of the United States 
Public Health Service demonstrated in his own person that 
its micro-organism, carried by the deer-fly, could penetrate the 
unbroken skin. 


New Engl. J. Med., 1938, 219, 591. 
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STANDARDIZATION FOR STRETCHERS 


The standardization of stretchers and ambulance equipment 
generally has been under discussion for some time. Five 
years ago attention was drawn to the unsatisfactory position 
of stretchers and stretcher gear. The question arose again 
later when a large hospital in the south-west of England was 
installing new equipment and endeavoured to standardize its 
gear to take the stretchers which arrived at its doors. The 
enormous development of blocks of flats, with lifts seldom 


and St. John Ambulance Association, the Mining Association 
of Great Britain, and the British Medical Association, whose 
representative, Dr.,Lockhart, was elected chairman. 


A draft specification has now been issued under the authori- 
zation of the council of the Institution and has been sent to all 
interested parties for their comments and suggestions. Very 
large numbers of stretchers are being manufactured at the 
present time. and it is considered essential that a British 
standard should be produced and approved without delay. 
For the present, therefore, the proposed standard will be 
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constructed large enough to take existing patterns of stretchers, 
also brought home the difficulty. in mines, again, the need 
for standardization was apparent; we are told that when an 
injured miner is placed on an ordinary stretcher in the ambu- 
lance room, not infrequently the stretcher will not go into 
the ambulance that is sent to fetch him to hospital. 


The matter was eventually considered by the Hospitals 
Committee of the British Medical Association, and, through 
the Council, was referred to the British Standards Institution, 
a body which, with its innumerable committees, has effected 
standardization in many directions in industry. The Ministry 
of Health endorsed the request to the Institution, and accord- 
ingly a technical committee was set up with representatives, 
amongst others, of Government Departments interested (includ- 
ing the three fighting services), the British Red Cross Society 


limited to dimensions, and the questions of materials for 
stretchers may be taken up at a later date. 


Sizes of Stretchers 


It is recommended that the overall length of the stretcher 
with fixed handles should not exceed 7 ft. 9 in. when the 
handles are projecting. and that 6 ft. should be the standard 
length for the stretcher with sliding handles when these are 
pushed in underneath. This length has been used, by the 
fighting forces since the last war, and for many years by 
the L.C.C. ambulance department. A very strong recommen: 
dation is that all ambulances in future should be built to 
accommodate the 7 ft. 9 in. stretcher, and that in large build- 
ings, factories, and flats the lifts, staircases, and corridors 
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should be constructed in such a manner that the 7 ft. 9 in. 
stretcher may be reasonably manipulated and turned. The 
6 ft. stretcher can be readily fitted into the smaller ambulances 
or vans converted for the purpose. 


A further recommendation is that the length between any 
portion of the wheels or runners should be either more than 
48; in. or less than 43 in. so that such wheels or runners may 
be clear of the hospital trolley supports (see Fig. 1). For the 
same reason the overall width of any portion of the wheels or 
runners, for a vertical distance of 2 in. measured from their 
lowest point, should not exceed 22} in., nor should their 
overall width at their lowest point be less than 22 in. 


The locking devices in ambulance bracket supports and on 
hospital trolleys—that is to say, the locks or stops on the 
rails against which the wheels of the stretcher rest while it 
is in the ambulance—are of divers patterns, and fail to act 
except with a limited range of stretchers. 


In place of these mechanical locking devices it is strongly 
recommended that straps with buckles should be riveted to 
the angle runners used for holding the stretcher in position, 
thereby ensuring the complete firmness of the stretcher while 
in transit. In other words, the lock should be disregarded, 
and the strap fixed to the ambulance runner, being wrapped 
round the stretcher handles and joined up. This forms an 
effective hold irrespective of size of stretcher or runners, and 
is a simple device universally applicable. 


Three sizes are suggested for the steel angles serving as 
stretcher carriers in ambulances, but the size favoured is the 
largest of the three: 2 in. in depth and 24 in. in horizontal 
projection. A smaller size is more easily obtainable, but does 
not seem sufficient to obviate the risk of upset on a sudden 
lurch of the ambulance. 


With regard to hospital trolleys to accommodate stretchers 
it is considered that the manner of support should be by 
angle brackets attached to the uprights, the width of the 
brackets (in the longitudinal direction of the trolley) to be 
2 in.. and their distances apart to be, internally, 44 in. and, 
externally, 48 in. The width between the inner vertical faces 
in the transverse direciion should be 24 in. and each bracket 
project horizontally inwards for a distance of at least 2 in. 
The internal vertical height of each bracket should be not 
less than 14 in. or more than 2 in. The top of the longitu- 
dinal connecting rails of the trolley should be at least 5 in. 
below the horizontal face of the bracket which supports the 
stretcher, and the transverse connecting rails are to form a 
curve between the brackets, the centre of which is 3} in. 
below the horizontal face. A glance at the two drawings 
in Fig. 2 will make this clear. 


In view of the national emergency it is felt to be very 
important that this equipment should be standardized as soon 
as possible, and the dimensions given above for stretchers, 
carriers, and trolleys are those most generally in use. It 
must be repeated that this is only a draft specification, and 
the British Standards Institution, whose address is 28, Victoria 
Street, S.W.1, would be grateful for comments. 


A course of six lecture-demonstrations on the first-aid 
treatment of air raid casualties will be given by members of 
the honorary medical staff of the Manchester Royal Infirmary 
in the clinical lecture theatre there, each beginning at 3.30 
p.m. on Tuesdays and Fridays, as follows: December 5, 
Professor H. Platt, fractures of limb bones, and injuries to 
joints. simple and compound. December 8, Mr. W. R. Douglas, 
(a) shock and resuscitation of shocked patient; (b) general 
first-aid treatment of wounds, burns, etc. December 12, 
Professor G. Jefferson, head and spinal injuries; Mr. E. 
Matthews, jaw injuries. December 15, Professor J. Morley, 
abdominal injuries: Mr. A. Graham Bryce, chest injuries. 
December 19, Dr. F. R. Ferguson, air raid neuroses and their 
treatment. December 22, poisoning by mustard gas and other 
Poison gases, with snecial reference to the treatment of lesions 
of (a) eyes—Dr. J. Wharton ; (b) skin—Dr. P. B. Mumford. 


OUT-PATIENT FACILITIES AT THE 
LONDON VOLUNTARY 
HOSPITALS 


As some confusion still exists among the general public 
as to the availability of out-patient facilities at the London 
hospitals, the King’s Fund wishes it to be known that the 
great majority of the departments are now functioning. 


On the outbreak of war it was necessary in many cases 
to curtail out-patient department activities owing to the 
movement of part of the medical and nursing staff to 
hospitals on the outskirts of London. It was, however, 
possible to keep them open sufficiently to deal with urgent 
new cases, and since then strenuous efforts have been 
made to re-establish them on the full pre-war scale. 
Among the more important hospitals where the majority 
of the clinics are functioning regularly are the following, 
comprising thirteen teaching hospitals. thirty general 
hospitals, and thirty-four special hospitals : 


Teaching Hospitals 


Charing Cross Hospital; Guy’s Hospital; King’s College Hospital; 
London Hospital; Middlesex Hospital; Royal Free Hospital: 
St. Bartholomew's Hospital; St. George’s Hospital; St Mary's 
Hospital; St. Thomas’s Hospital; University College Hospital; 
Westminster Hospital; West London Hospital. 


General Hospitals 


West: Acton Hospital; King Edward Memorial Hospital, Ealing. 

West Central: London Homoeopathic Hospital. 

North-West: Hampstead General Hospital; National Temperance 
Hospital; St. Andrew's Hospital, Dollis Hill; Willesden General 
Hospital. 

South-West: Battersea General Hospital: Bolingbroke Hospital; 
Nelson Hospital; Princess Beatrice Hospital; Putney Hospital ; 
Weir Hospital. 

South-East: Croydon General Hospital; Dreadnought Hospital; 
Miller General Hospital; St. John’s Hospital, Lewisham; 
Woolwich War Memorial Hospital. 

East: Connaught Hospital; East Ham Memorial Hospital; German 
Hospital ; King George Hospital, Ilford; London Jewish 
Hospital; Metropolitan Hospital; Mildmay Mission Hospital ; 
Poplar Hospital; Queen Mary’s Hospital for the East End; 
St. Mary’s Hospital, Plaistow. 

North: Prince of Wales's General Hospital; Royal Northern 
Hospital. 


Special Hospitals 


Children: Belgrave Hospital for Children ; Evelina Hospital for 
Sick Children; Hospital for Sick Children; Invalid and 
Crippled Children’s Hospital ; Princess Elizabeth of York 
Hospital for Children ; Princess Louise Kensington Hospital 
for Children ; Queen’s Hospital for Children ; Victoria Hos- 
pital for Children. 

Women: Grosvenor Hospital for Women ; South London Hos- 
pital for Women and Children.» 

Maternity: City of London Maternity Hospital; Mothers’ Hospital 
of the Salvation Army ; Queen Charlotte’s Maternity Hospital. 

Chest: Hospital for Consumption, Brompton ; London Chest Hos- 
pital ; Royal Chest Hospital (branch of Royal Northern 
Hospital). 

Ophthalmic: Central London Ophthalmic Hospital; Royal London 
Ophthalmic Hospital, Moorfields ; Royal Westminster Oph- 
thalmic Hospital ; Western Ophthalmic Hospital. 

Ear, Nose, and Throat: Central London Throat, Nose, and Ear 
Hospital ; Golden Square Throat, Nose, and Ear Hospital. 
Nervous: Maida Vale Hospital for Nervous Diseases ; National 
Hospital, Queen Square ; West End Hospital for Nervous 

Diseases. 

Other Special Hospitals: A\l Saints’ Hospital ; Hospital for Tropi- 
cal Diseases (branch of the Dreadnought Hospital) ; Mount 
Vernon Hospital and Radium Institute ; Royal Cancer Hos- 
pital ; Royal National Orthopaedic Hospital ; St. John’s Hos- 
pital for Diseases of the Skin : St. Mark’s Hospital ; St. 
Paul’s Hospital ; St. Peter's Hospital for Stone. 
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STANDARDIZATION FOR STRETCHERS 


The standardization of stretchers and ambulance equipment 
generally has been under discussion for some time. Five 
years ago attention was drawn to the unsatisfactory position 
of stretchers and stretcher gear. The question arose again 
later when a large hospital in the south-west of England was 
installing new equipment and endeavoured to standardize its 
gear to take the stretchers which arrived at its doors. The 
enormous development of blocks of flats, with lifts seldom 


7'9" maximum 


and St. John Ambulance Association, the Mining Association 
of Great Britain, and the British Medical Association, whose 
representative, Dr.,Lockhart, was elected chairman. 


A draft specification has now been issued under the authori- 
zation of the council of the Institution and has been sent to all 
interested parties for their comments and suggestions. Very 
large numbers of stretchers are being manufactured at the 
present time, and it is considered essential that a British 
standard should be produced and approved without delay, 
For the present, therefore, the proposed standard will be 
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constructed large enough to take existing patterns of stretchers, 
also brought home the difficulty. In mines, again, the need 
for standardization was apparent; we are told that when an 
injured miner is placed on an ordinary stretcher in the ambu- 
lance room, not infrequently the stretcher will not go into 
the ambulance that is sent to fetch him to hospital. 


The matter was eventually considered by the Hospitals 
Committee of the British Medical Association, and, through 
the Council, was referred to the British Standards Institution, 
a body which, with its innumerable committees, has effected 
standardization in many directions in industry. The Ministry 
of Health endorsed the request to the Institution, and accord- 
ingly a technical committee was set up with representatives, 
amongst others, of Government Departmenis interested (includ- 
ing the three fighting services), the British Red Cross Society 


limited to dimensions, and the questions of materiais for 
stretchers may be taken up at a later date. 


Sizes of Stretchers 


It is recommended that the overall length of the stretcher 
with fixed handles should not exceed 7 ft. 9 in. when the 
handles are projecting. and that 6 ft. should be the standard 
length for the stretcher with sliding handles when these are 
pushed in underneath. This length has been used, by the 
fighting forces since the last war, and for many years by 
the L.C.C. ambulance department. A very strong recommen- 
dation is that all ambulances in future should be built to 
accommodate the 7 ft. 9 in. stretcher, and that in large build- 
ings, factories, and flats the lifts, staircases, and corridors 
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should be constructed in such a manner that the 7 ft. 9 in. 
stretcher may be reasonably manipulated and turned. The 
6 ft. stretcher can be readily fitted into the smaller ambulances 
or vans converted for the purpose. 


A further recommendation is that the length between any 
portion of the wheels or runners should be either more than 
48} in. or less than 43 in. so that such wheels or runners may 
be clear of the hospital trolley supports (see Fig. 1). For the 
same reason the overall width of any portion of the wheels or 
runners, for a vertical distance of 2 in. measured from their 
lowest point, should not exceed 22} in.. nor should their 
overall width at their lowest point be less than 22 in. 


The locking devices in ambulance bracket supports and on 
hospital trolleys—that is to say, the locks or stops on the 
rails against which the wheels of the stretcher rest while it 
is in the ambulance—are of divers patterns, and fail to act 
except with a limited range of stretchers. 


In place of these mechanical locking devices it is strongly 
recommended that straps with buckles should be riveted to 
the angle runners used for holding the stretcher in position, 
thereby ensuring the complete firmness of the stretcher while 
in transit. In other words, the lock should be disregarded, 
and the strap fixed to the ambulance runner, being wrapped 
round the stretcher handles and joined up. This forms an 
effective hold irrespective of size of stretcher or runners, and 
is a simple device universally applicable. 


Three sizes are suggested for the steel angles serving as 
stretcher carriers in ambulances, but the size favoured is the 
largest of the three: 2 in. in depth and 24 in. in horizontal 
projection. A smaller size is more easily obtainable, but does 
not seem sufficient to obviate the risk of upset on a sudden 
lurch of the ambulance. 


With regard to hospital trolleys to accommodate stretchers 
it is considered that the manner of support should be by 
angle brackets attached to the uprights, the width of the 
brackets (in the longitudinal direction of the trolley) to be 
2 in., and their distances apart to be, internally, 44 in. and, 
externally, 48 in. The width between the inner vertical faces 
in the transverse direciion should be 24 in. and each bracket 
project horizontally inwards for a distance of at least 2 in. 
The internal vertical height ot each bracket should be not 
less than 14 in. or more than 2 in. The top of the longitu- 
dinal connecting rails of the trolley should be at least 5 in. 
below the horizontal face of the bracket which supports the 
stretcher, and the transverse connecting rails are to form a 
curve between the brackets, the centre of which is 34 in. 
below the horizontal face. A glance at the two drawings 
in ‘Fig. 2 will make this clear. 


In view of the national emergency it is felt to be very 
important that this equipment should be standardized as soon 
as possible, and the dimensions given above for stretchers, 
carriers, and trolleys are those most generally in use. It 
must be repeated that this is only a draft specification, and 
the British Standards Institution, whose address is 28, Victoria 
Street, S.W.1, would be grateful for comments. 


A course of six lecture-demonstrations on the first-aid 
treatment of air raid casualties will be given by members of 
the honorary medical staff of the Manchester Royal Infirmary 
in the clinical lecture theatre there, each beginning at 3.30 
p.m. on Tuesdays and Fridays, as follows: December 5, 
Professor H. Platt, fractures of limb bones, and injuries to 
joints, simple and compound. December 8, Mr. W. R. Douglas, 
(a) shock and resuscitation of shocked patient; (b) general 
first-aid treatment of wounds, burns, etc. December 12, 
Professor G. Jefferson, head and spinal injuries; Mr. E. 
Matthews, jaw injuries. December 15, Professor J. Morley, 
abdominal injuries; Mr. A. Graham Bryce, chest injuries. 
December 19, Dr. F. R. Ferguson, air raid neuroses and their 
treatment. December 22. poisoning by mustard gas and other 
Poison gases, with special reference to the treatment of lesions 
of (a) eyes—Dr. J. Wharton ; (b) skin—Dr. P. B. Mumford. 


OUT-PATIENT FACILITIES AT THE 
LONDON VOLUNTARY 
HOSPITALS 


As some confusion still exists among the general public 
as to the availability of out-patient facilities at the London 
hospitals, the King’s Fund wishes it to be known that the 
great majority of the departments are now functioning. 


On the outbreak of war it was necessary in many cases 
to curtail out-patient department activities owing to the 
movement of part of the medical and nursing staff to 
hospitals on the outskirts of London. It was, however, 
possible to keep them open sufficiently to deal with urgent 
new cases, and since then strenuous efforts have been 
made to re-establish them on the full pre-war scale. 
Among the more important hospitals where the majority 
of the clinics are functioning regularly are the following, 
comprising thirteen teaching hospitals. thirty general 
hospitals, and thirty-four special hospitals : 


Teaching Hospitals 


Charing Cross Hospital; Guy’s Hospital; King’s College Hospital; 
London Hospital; Middlesex Hospital; Royal Free Hospital ; 
St. Bartholomew's Hospital; St. George’s Hospital; St Mary’s 
Hospital; St. Thomas’s Hospital; University College Hospital ; 
Westminster Hospital; West London Hospital. 


General Hospitals 


West: Acton Hospital; King Edward Memorial Hospital, Ealing. 
West Central: London Homoeopathic Hospital. 


North-West: Hampstead General Hospital; National Temperance 
Hospital; St. Andrew's Hospital, Dollis Hill; Willesden General 

Hospital. 

South-West: Battersea General Hospital: Bolingbroke Hospital ; 
Nelson Hospital; Princess Beatrice Hospital; Putney Hospital ; 
Weir Hospital. 

South-East: Croydon General Hospital; Dreadnought Hospital; 
Miller General Hospital; St. John’s Hospital, Lewisham; 
Woolwich War Memorial Hospital. 

East: Connaught Hospital; East Ham Memorial Hospital; German 
Hospital; King George Hospital, Ilford; London Jewish 
Hospital; Metropolitan Hospital; Mildmay Mission Hospital; 
Poplar Hospital; Queen Mary’s Hospital for the East End; 
St. Mary’s Hospital, Plaistow. 

North: Prince of Wales's General Hospital; Royal Northern 
Hospital. 


Special Hospitals 


Children: Belgrave Hospital for Children ; Evelina Hospital for 
Sick Children; Hospital for Sick Children; Invalid and 
Crippled Children’s Hospital ; Princess Elizabeth of York 
Hospital for Children ; Princess Louise Kensington Hospital 
for Children ; Queen’s Hospital for Children ; Victoria Hos- 
pital for Children. 

Women: Grosvenor Hospital for Women ; South London Hos- 
pital for Women and Children.» 

Maternity: City of London Maternity Hospital; Mothers’ Hospital 
of the Salvation Army ; Queen Charlotte’s Maternity Hospital. 


Chest: Hospital for Consumption, Brompton ; London Chest Hos- 
pital ; Royal Chest Hospital (branch of Royal Northern 
Hospital). 

Ophthalmic: Central London Ophthalmic Hospital; Royal London 
Ophthalmic Hospital, Moorfields ; Royal Westminster Oph- 
thalmic Hospital ; Western Ophthalmic Hospital. 

Ear, Nose, and Throat: Central London Throat, Nose, and Ear 
Hospital ; Golden Square Throat, Nose, and Ear Hospital. 
Nervous: Maida Vale Hospital for Nervous Diseases ; National 
Hospital, Queen Square ; West End Hospital for Nervous 

Diseases. 

Other Special Hospitals: A\l Saints’ Hospital ; Hospital for Tropi- 
cal Diseases (branch of the Dreadnought Hospital) ; Mount 
Vernon Hospital and Radium Institute ; Royal Cancer Hos- 
pital ; Royal National Orthopaedic Hospital ; St. John’s Hos- 
pital for Diseases of the Skin : St. Mark’s Hospital ; St. 
Paul’s Hospital ; St. Peter's Hospital for Stone. 
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King Edward’s Hospital Fund (10, Old Jewry, E.C.2) is 
shortly to issue a new edition of its Out-patient Time-table 
giving the latest information on when clinics are open. This 
will be sent to all the 8,000 doctors within the King’s Fund 
area (eleven miles from St. Paul's). Pending the receipt of 
this time-table, any doctor who cares to telephone the Emer- 
gency Bed Service will be given the information he requires. 


STANDARDS FOR PROLACTIN AND FOR 
THE GONADOTROPHIC SUBSTANCE 
OF PREGNANT MARES’ SERUM 


it was stated in our issue of May 13, 1939, that the third 
International Conference on the Standardization of Hormones, 
held at Geneva in 1938, had decided that international stan- 
dards should be established for certain hormones of the 
anterior lobe of the pituitary gland and analogous substances 
found in urine and serum, and that international units should 
be defined in terms of a weight of each such standard. It 
was further decided that the final preparation of these stan- 
dards, their dispensing in a form suitable for the use of the 
laboratory worker, their storage, preservation, and subsequent 
distribution should be undertaken by the National Institute 
for Medical Research, Hampstead, London. The first of these 
new standards, as announced earlier in the year—namely, 
that for the gonadotrophic substance of human urine of preg- 
nancy (chorionic gonadotrophin)—was established in May of 
this year. 


We are now asked to announce that the preparation of 
two additional international standards has been completed— 
namely, for the gonadotrophic substance of pregnant mares’ 
serum and for the lactogenic (crop-gland stimulating) substance 
of the anterior lobe of the pituitary gland. The former stan- 
dard has been prepared from substantial amounts of material 
generously provided by five manufacturing firms in four dif- 
ferent countries, and the latter from material supplied by 
seven manufacturing firms and two research institutes in five 
countries. In the case of each standard the individual 
samples were examined by members of the conference and 
a suitable mixture was then made to serve as the respective 
international standard, and finally dispensed in the form of 
tablets which have been packed in sealed tubes. In the case 
of each standard each tablet contains approximately 100 
international units. 


Dispensing and Distribution 


The international standard for the gonadotrophic substance 
of pregnant mares’ serum is dispensed in the form of 25-milli- 
gramme tablets, each sealed tube containing ten of the tablets, 
and the international unit has been defined as the specific 
gonadotrophic activity contained in 0.25 milligramme of the 
standard preparation. The international standard for pro- 
lactin is dispensed in the form of 10-milligramme tablets, each 
sealed tube containing ten of the tablets, and the international 
unit has been defined as the specific activity contained in 
0.1 milligramme of the standard preparation. 


As in the case of the international standards for other 
hormones, drugs, and vitamins, the above international stan- 
dards are held, on behalf of the Health Organization of the 
League of Nations, at the National Institute for Medical 
Research, Hampstead, and are distributed therefrom to 
national control centres established in other countries for local 
distribution to laboratories, institutes, and research workers ; 
and to workers in other countries in which the establishment 
of national control centres has not yet been completed. 


With regard to the supply of these new standards to those 
requiring them in the United Kingdom, applications should 
be made to the Department of Biological Standards, the 
National Institute for Medical Research, Hampstead, N.W.3. 


Reports of Societies 


TREATMENT OF WAR FRACTURES BY 
THE CLOSED METHOD 


At a meeting of the Section of Surgery of the Royal 
Society of Medicine on November 22, Mr. V. ZACHARY 
Core presiding, Dr. J. TRueta of Barcelona read a paper 
on the treatment of war fractures by the closed method, 
The paper is printed in this week's issue of the Journal at 
page 1073. 


In calling for discussion on the paper the PResIDENT 
described Dr. Trueta’s contribution as a momentous one, 
bidding fair to revolutionize one of the most difficult problems 
that faced surgery, especially during war. One of Dr. 
Trueta’s remarks linked itself in his mind with a finding by 
Lord Lister. Dr. Trueta had said that the limit of time 
which might be allowed to elapse between the production of 
the wound and the operation if infection of the wound was 
to be avoided was from four to eight hours. In Lister’s 
original paper on the treatment of compound open wounds 
and fractures he stated that if after six hours the antiseptic 
treatment were applied it was not uniformly successful in 
its effect: if applied before that time its effect was more 
certain. 

Dr. A. D. Watt, who had recently returned from China, 
said that in the war which enveloped Shanghai in 1937 he 
tried out the plaster immobilization method which Dr. Trueta 
had used in Spain, and obtained exactly the same quality of 
results. He could confirm everything that Dr. Trueta had 
said about that method. With regard to the contention that 
it might not work on the soil of France in view of the greater 
possibility of gas gangrene, there was no more heavily manured 
soil than that of the Yangtze delta on which Shanghai stood. 
Although not much gas gangrene had been experienced in the 
hostilities around Shanghai, there had been cases, especially 
in what he described as the gunshot wounds of civil practice— 
that is, conflicts between police and gangsters. 


Dr. LEONARD COLEBROOK said that in considering Dr. 
Trueta’s most interesting work he could not help wondering 
whether one of the essential pieces of evidence had not been 
omitted. At all events he had been disappointed not to learn 
whether in actual fact haemolytic streptococci were present in 
the wounds which were encased in plaster. A great deal had 
been said about gas gangrene, but in the great war the haemo- 
lytic streptococcus was a far more important enemy than the 
gas-gangrene organism. He thought it was true to say, 
although it was not generally recognized, that 80 or 90 per 
cent. of all open wounds in the British base hospitals in 
the last war were infected by haemolytic streptococci, and an 
enormous number of deaths were due to such infection. It 
would therefore be of interest to learn whether these organisms 
were present in the Spanish cases which had been treated under 
plaster. He thought it was the experience of the last war that 
if the haemolytic streptococcus was not present the wounds 
could take care of themselves, whether sutured or not sutured. 
If, on the other hand, the haemolytic streptococcus was present 
many troubles occurred, such as cellulitis and septicaemia, and 
not infrequently death resulted. (Dr. TRUETA interposed to 
say that in the 1,073 cases referred to in his paper there had 
been six deaths from septicaemia.) Dr. Colebrook added that 
he had gathered from Dr. Trueta’s book that when failures 
occurred they were due to deficient drainage. He wondered 
whether these were actually cases in which there were haemo- 
lytic streptococci. But apparently little pathological investi- 
gation had been done in Spain. 


Dr. TRUETA replied that in the cases at his clinic all types 
of the streptococcus and all types of the staphylococcus had 
been found. He believed that it was only the character of 
the treatment carried out which prevented complications. It 
had been noticed that when the plaster was changed a slight 
rise of temperature, some pain and local infection occurred, 
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lasting for one or two days. The immobilization of the soft 
tissues together with the antiseptic treatment was the reason 
why the complications were so few. 


Dr. C.. A. R. SCHULENBERG referred to the disagreeable smell 
caused by the saturation of the plaster with the discharges of 
the wound. This-might seem a small disadvantage, but it had 
to be remembered that, whereas the doctor saw the patient 
only for a few moments, his fellow patients and the nursing 
staff were continually in his proximity, and, having to endure 
the smell day and night, became rebellious, so that the plaster 
had to be changed prematurely. He wondered whether Dr. 
Trueta had tried any local measures of combating the smell, 
and if so with what result. 

Dr. TRUETA said that in a certain number of cases yeast 
obtained from breweries was employed locally on the wound, 
and when this was done the smell was not so pronounced. 
A certain smell did remain, but it was less disagreeable, the 
local fermentation of the yeast requiring the products of 
disintegration of the tissues, so that a cleaner wound resulted. 
The technique did not interfere with the excellence of the 
result in other respects. It had been employed in only a 
few cases, however, because the problem in the latter part of 
the Spanish war was to obtain the yeast. 


Mr. G. Gorbdon-TAyYLor paid a tribute to Dr. Trueta’s 


paper, which was novel and might almost be said to be | 


iconoclastic. But methods of surgery changed, and what had 
been brought forward that day was eloquent proof of the 
methods which Professor Trueta had championed. It might 
be that in the days to come these methods of excision and 
immobilization in plaster would prove to have been the 
methods of election in the war which began in 1939. 

Mr. W. C. GIssAne said that he had followed this treatment 
in dealing with civilian injuries. On changing the plaster 
in those patients who had sustained gross muscular and bone 


injury it was extremely difficult to hold the original reduction © 


of the fracture. If it was held by traction he found that the 
fragments became distracted. Had any method of over- 
coming that difficulty been found? ~ 

Dr. TRUETA said that the necessity for changing the plaster 
generally depended on the bad smell, and if there were means 
of ameliorating the smell it should be possible to retain the 
first plaster to the end. In the absence of any clinical necessity 
for a change the first plaster was retained longer than subse- 
quent ones, generally for six weeks. But sometimes it was 
desirable to change the plaster after ten or twelve days in 
order to obtain a better reduction than had been possible, 
owing to the danger of severe infection, in the first instance. 
This reduction should always take place under x-ray control. 

Finally, in reply to a question by Lieutenant-Colonel D. C. 
Monro, who asked whether any idea could be given as to 
the weight of the plaster used by a surgical team in the 
average day. Dr. TRuETA said that the difficulty was to give 
an average day in the Spanish war. On March 17, 1936, 
for example, at his own hospital 200 plaster cases were dealt 
with in the twenty-four hours. Perhaps on a busy day as 
much as 600 Ib. or 700 Ib. of plaster might be used. 


FOOTGEAR AND COMMON SENSE 


In his presidential address to the Section of Physical 
Medicine of the Royal Society of Medicine on November 
17 Dr. JAMES MENNELL took the subject of footgear, 
dealing only with the normal foot. He announced that 
the subject of foot hygiene is to be a general theme of the 
Section meetings during the year, and that foot abnor- 
malities will be considered on the next occasion. His 
demonstration was assisted by a lady model and accom- 
panied by an assemblage of an extraordinary number of 
types of shoes. 

Dr. Mennell began by referring to the very general ignor- 
ance on this subject. On one occasion he was present at a 
meeting of medical men when footgear was discussed, and 
yet although those attending were accustomed to prescribe 
for the feet, a question revealed the fact that they did not 


know what was meant by “size” as the term was specifically 
used by shoemakers. Dr. Mennell was informed that the 
problem of clothing the feet in the case of the evacuated 
children was proving to be far more difficult than that of 
clothing their bodies, and this was not remarkable because 
as a last resort one could wrap their bodies in newspaper 
with something underneath, but no material as amenable as 
paper had yet been discovered for the feet. 


Scientifically the human foot with its marvels of design 
did not include one pattern for men and another for women. 
Indeed, the only bone in the foot which could be distinguished 
anatomically as belonging to a male or to a female was the 
astragalus, and even there a micrometer screw was necessary 
to detect the difference. There should in practice be no 
difference between shoes for the two sexes; if there was a 
difference it was because we were the slaves of fashion and of 
the shoemaker. Yet in the ladies’ department of a boot shop 
would be found relatively high heels and pointed toes, and in 
the gentlemen’s relatively low heels and square toes. For 
children there was a reversion to the low-heeled, square-toed 
build of shoe, but of a somewhat different type. 


The Sole of the Shoe 


Dealing first with the sole of the shoe, Dr. Mennell said 
that there would be few to deny that the general contour of 
any shoe, to be accurate, should be roughly triangular as 
seen from above, the angle of the heel being somewhat 
rounded. The variation in shape in manufactured shoes could 
easily be tested by placing a straight line from the centre of 
the heel to the toe of the shoe, running along the middle of 
the waist. In the normal foot this line usually passed through 
the space between the second and the middle toes, but in many 
shoes the design was such that this line passed much too 
obliquely on the one side or the other, which meant that 
there must be a forcible strain on the joints of the fore part 
of the foot, tending to swing it away from the side which 
had the pressure. He illustrated from commercial examples 
how very varied was the line on which shoes were built. 
Another point often forgotten was that the measurement of 
the foot standing as well as sitting was essential in estimating 
the length of shoe required. The laws of physics applied 
to the fitting of a shoe as much as to other matters. When 
the sole was lifted from the ground it assumed a curve, and 
to accommodate the foot for standing and for walking it was 
necessary to allow two shoe “sizes” beyond the limit of the 
actual foot measurement. What happened to the front of the 
shoe once this essential space had been safeguarded was a 
matter of indifference. It was immaterial to what degree the 
further pointing of the toe took place. Any shape was 
permissible provided always that the inner side of the shoe 
did not begin to slope towards the point until the front of 
the big toe was reached. There should be no quarrel between 
the human foot and the pointed toe if that condition was 
fulfilled. The important thing was where the sloping towards 
the point began. Shoemakers often sloped away too early. 
with the result that on one side there was compression of 
the hallux while on the other there was no room for the little 
toe to slide forward. 


High Heels 


Turning to the vexed problem of the high heel. Dr. 
Mennell said that there was but one consideration on which 
the solution of this problem depended. The point in question 
was the elasticity of the calf muscles. When the head of the 
first metatarsal was separated from the internal malleolus and 
the distance between them increased, strain was caused on the 
flexor longus hallucis, and the victim had hallux rigidus. It 
was the tension here which probably set off the train of impulses 
that led to the increase of the formation of the arc on standing 
when propulsive effort was required. The high heel—certainly 
up to 2} in.—was not of necessity to be condemned, whereas 
the low heel of 1/2 to 3/4 in. on the men’s side might be as 
baneful for some men as a heel of 3 in. or more for some 
women. There were many men who would never walk in 
comfort with less than a 24-in. heel. and many women who 
would never walk in comfort—at least without some very 
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special form of footgear—unless they had only a_ half-inch 
heel or no heel at all, particularly those who suffered from 
hallux rigidus. The low heel might be most pernicious even 
for a man. Pseudo-intermittent claudication arose from one 
cause only—the wearing of too low a heel. He did not want 
to be taken as an advocate of the extravagantly high heel, and 
he could not honestly say that any human foot, unless extra- 
ordinarily abnormal, required a heel of more than 3 in. in 
height. The sufficiency of the tendo Achillis alone should 
control this problem, and on this depended that of the flexor 
longus hallucis. He demonstrated the technique of the 
wedging of a heel, and added that the wedging of a sole was 
fallacious unless all hope of restoring mobility was abandoned. 
A final word on this subject was with regard to the set of the 
heel, and here he criticized the custom of being measured 
for a fitting while seated in a shop chair. The fact was 
ignored that when weight came on the foot the foot would 
shoot forward for at least one “size,” perhaps for one and 
a half “sizes.” This slip forward was overlooked, and no 
allowance was made for the two shoe “sizes” beyond the 
actual foot measurement, with consequent cramping. 


The Upper” 


With regard to the “ upper,” he said that reliance should not 
be placed on the length measurement given on the boxes in the 
ladies’ department. If a “5” shoe was requested it was as 
likely as not to be found on measurement to be a “7.” In 
men’s shoes there was less disparity in this respect. The shape 
of the upper varied greatly according to different lasts. He 
emphasized the importance of depth under the toe-cap and 
over the outside. It was customary to slope the front part 
of the shoe down gradually over a considerable distance, but 
if this were done it must reduce the amount of room available 
in the fore part, over the big toe. It was necessary to have 
something to keep the heel back in the heel of the shoe. This 
position must be properly controlled by straps, laces, or other 
contrivances. Two. straps, preferably buckles, were the 
minimum ; one strap would not serve. In children especially 
it was necessary to have a definite grip to prevent the foot 
from slipping forward into the front of the shoe, which was 
just as bad as wearing a shoe that was too short. The 
placing of a pad of felt underneath the tongue of the shoe 
should reduce materially the whole instep measurement and 


so enable walking to take place with freedom without the - 


foot running forward into the front part of the shoe. 
Inequality of length of the two feet was another problem, 
and it was often difficult to persuade boot shops to sell a 
pair of shoes having different sizes for the right and the left. 


Dr. Mennell concluded by saying that, save in the case of 
the victims of some congenital abnormality or gross disease 
or injury, a painless or perfect foot should be regarded as 
the human heritage. Of this heritage we had been deprived 
by our footgear and nothing else, and that was a reflection on 
the lack of co-operation between shoe manufacturers and the 
medical profession. The extent of the evil could be gauged 
by the thriving businesses of the chiropodists, much of whose 
work should not be necessary if people were properly shod. 
Our foolishness in subjecting the marvellous mechanism of the 
human foot to the tyranny of fashion caused intense suffering, 
was fatal to the maintenance of correct posture, and was a 
fruitful source of irritability and bad temper. 


At the October meeting of the Section of Medicine of the 
Royal Academy of Medicine in Ireland Professor L. 
ABRAHAMSON read his presidential address on “ Pericarditis.” 
He dealt with a series of twenty-four cases, treated in the 
Richmond and Whitworth Hospitals. Thirteen of the cases 
were clearly and ten were probably of rheumatic origin. 
Four were tuberculous, one septic; one, associated with 
anaemia, enlargement of the liver and spleen, remained 
obscure in spite of necropsy. In ten cases the condition 
followed pregnancy in patients with antecedent rheumatic heart 
disease and was probably due to hydropericardium rather 
than to a fresh attack of rheumatic infection. In the remain- 
ing case there was a congestive hydropericardium. Post- 
mortem examination had been carried out in seven cases, and 
in each was confirmatory. 


Local News 


SOUTH AFRICA 
Medical Research in South Africa 


The report of the South African 
Research, Johannesburg, for the year to December 31, 1938, 
was prepared by the late Sir Spencer Lister, who was Director 
ot the Institute from 1926 until his sudden death in the library 
there last September. it contains a further account of the 
investigation into the aetiology and therapeutics of pulmonary 
diseases in South Africa, including a note on the benefits 
resulting from prophylactic inoculation against pneumonia in 
cases which are later treated with 2-(p-amino-benzene-sul- 
phonamido)-pyridine, confirming the work of Fleming in 
London. An unduly high disease incidence and death rate in 
one district variously ascribed to pneumonia and heat stroke 
proved on investigation to be due to African relapsing fever. 
The outbreak was terminated by anti-tick and disinfection 
measures in the compound housing native labourers, and no 
fresh cases occurred subsequently. This was the first recorded 
instance of an extensive outbreak of this infection in South 
Africa. only occasional sporadic cases having been reported 
previously. Research was continued into the anti-scorbutic 
value of kaffir beer, which ought to be regarded, the report 
states, as a food rather than as an alcoholic drink, since it 
contains appreciable quantities of anti-scorbutic and other 
vitamins which are absent from the native diet. It is urged 
that until present customs have altered, the standard of 
agriculture has been improved, and other protective foodstuffs 
have been made available and popularized, kaffir beer should 
be accepted as. on the whole, a beneficial form of food for 
the rural population. No one special factor has been detected 
to explain the frequent occurrence of primary liver cancer 
in natives of the South African Union and the Portuguese 
Colonies. Some reason was found for the assumption that 
in the majority of cases of spontaneous human cancer 
malignancy was preceded by a definite pre-cancer stage, the 
diagnosis of which might be difficult, the worst cases being 
those in which such a stage was absent. The _ pre-cancer 
stage was thought to indicate an attempt to combat the cancer- 
producing factor, and it seemed that with a greater tissue 
liability to cancer or a more powerful cancerogenic influence 
went a shorter and less pronounced pre-cancerous period. In 
the majority of “industrial cancers” there was a longer pre- 
cancerous period, especially when there was no constitutional 
or hereditary factor. Work was continued at the Institute 
on the entomology of malaria, and it was indicated that the 
half-mile drainage control area was inadequate in South 
Africa. A survey was started of plague-bearing fleas, and it 
is pointed out that too little interest has been previously taken 
in insects of medical significance in South Africa—a country 
in which the major diseases are insect-borne. 


AUSTRALIA 


Rural Hospital Management in Victoria 


The 28th annual report of the Victorian Bush Nursing Asso- 
ciation reveals the great variety of medical institutional work 
which was carried on successfully in 1938-9 in the State of 
Victoria, comprising local as well as district nursing relief, 
and including work in hospitals as well as among isolated 
communities in the bush regions. The Bush Nursing Associa- 
tion is essentially a co-operative concern, each centre managing 
its own affairs; in the case of the bush nursing hospitals 
the visiting medical practitioners are ex officio members of 
the committee of management, the function of the central 
council being limited to providing the staff and to calling the 
attention of the local committee to any circumstances which 
seem to require investigation. The Bush Nursing Association 
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does not ask any district to adopt its system nor does it 
publish any propaganda, but gives its support when a wish to 
form a centre is expressed by the local residents and medical 
practitioners, all such centres being independent and_ self- 
supporting. There are in existence fifty-one hospitals, while 
three more are being built and organized. There are nineteen 
bush nursing centres also. The central council remarks 
that few city dwellers realize the desire of people of indepen- 
dent mind to provide in their own districts modern and well- 
equipped hospitals, owned and managed by _ themselves, 
staffed by their own doctors and by the best nurses in the 
State, and provided at very low rates. Hospital extensions 
are often found necessary after their first building by reason 
of the enthusiasm which results; some have had some 
financial difficulties in carrying on, but in most cases they are 
all paying their way without help from outside. Had the 
co-operative system of nursing in the bush not been developed 
originally, it is doubtful whether the system could have been 
transferred later to the rural hospital centres. The local 
inhabitants regard their subscriptions as a form of insurance ; 
one hospital closed its doors five years ago to non-subscribers 
and is thoroughly satisfied with the result. so much so that 
a second hospital has followed this example. A few hos- 
pitals have been forced to close by shortage of medical prac- 
tilioners ; if more practitioners were available the number of 
hospitals could be much increased. Bush nursing hospitals 
may not be established within twenty miles of the nearest 
city. A fundamental feature of these hospitals is that they 
take cognizance of persons before they become definitely ill. 
The rate charged for care in hospital depends on the number 
of subscribers ; if there are 100 to 150 subscribers the charge 
can be lowered to about £2 a week. and if there are enough 
subscribers it falls to 10s. a week. Non-subscribers are 
charged full business rates of £5 5s. or more. The council's 
report adds that the association is not to be considered as 
a charity but as a co-operative movement. the public hospitals 
remaining available for those in necessitous circumstances, 
but it is open for anyone to secure the admission of such 
cases to a. bush nursing hospital by paying for them. 


ENGLAND AND WALES 
Bristol’s New Red Cross Centre 


On November 18 Queen Mary paid a surprise visit to Bristol 
to open the British Red Cross Society's new Bristol head- 
quarters and Regional Hospital Supply Depot in Lewin’s 
Mead. During a tour of inspection her Majesty showed keen 
interest in the various branches of the work of the depot and 
spent a considerable time in the workshop and in the hospital 
library. Among those who received Queen Mary at the 
entrance to the centre were Professor J. A. Nixon and Dr. 
L. E. Claremont: and Dr. R. H. Parry, medical officer of 
health for Bristol, with other leading workers, was presented 
to her by the Lord Mayor, who in a speech of welcome 
referred to her Majesty’s interest in the work of the British 
Red Cross Society. An explanation of the activities being 
carried out at the centre was given by the County Director. 
Alderman F. Sheppard. Working parties, he said, had been 
formed throughout the five neighbouring counties. where 
ladies gave their services. “Another branch of the service 
which is doing a very fine work indeed is the V.A.D. and the 
Red Cross detachments. The total personnel in Bristol is 
Ninety-four men and 382 women. Work in this connexion 
has been carried on in peace times, and therefore a large 
number of fully trained personnel is available to undertake 
duties with the Forces or for home service. The Red Cross, 
too, is working in connexion with the authorities in training 
men and women for casualty and anti-gas duties. An A.R.P. 
Reserve of 370 men and 900 women has already been trained, 
and more volunteers are still required. Over 2.000 volunteers, 
in addition, have been trained for the casualty services.” The 
Regional Supply Officer (Lady Wraxall) said that the Bristol 
Centre was formed primarily to co-ordinate the work of the 
British Red Cross Society, the Order of St. John of Jerusalem, 


and the women’s voluntary services. At the opening cere- 
mony her Majesty named the centre “ Queen Mary House.” 


Cost of Croydon Typhoid Epidemic 


The Croydon Borough Council is applying to the Ministry 
of Health for sanction to borrow £92,169 for the purpose 
of meeting expenses in connexion with the typhoid outbreak of 
1937. The number of claims settled up to the present is 
260, of which 28 are in respect of fatal cases. The loan 
is intended to include the sum of £4.768, being damages 
and plaintiff's taxed costs in the case of Read v. Croydon 
Corporation. In this case, which was taken as a test, Mr. 
Alfred Read of South Croydon brought a claim on behalf of 
his daughter, who became ill during the epidemic. After a 
nine-days hearing the child was awarded £100 damages and 
the father was awarded agreed out-of-pocket expenses. Mr. 
Justice Stable held that the duty of the Corporation was 
statutory and that there was not a contract between them 
and the ratepayer ; further, that the obligation to provide pure 
water to the occupant of a dwelling-house was not absolute 
but was an obligation to exercise all reasonable care and 
skill to secure its purity, and this duty the Corporation had 
not performed. The damages and costs paid in other cases 
amount to £87,401, and this will be covered, together with 
the Read damages, by the sum it is proposed to borrow. Frem 
a statement issued by the Finance Committee of the Cor- 
poration it appears that the costs of the public inquiry, which 
was held in December, 1937, and January, 1938, amounted 
to £7,728. This sum, together with the Corporation’s costs 
in the lawsuit, amounting to £5,055, other legal costs to the 
amount of £1,096, and costs for convatescent treatment and 
sundry expenses amounting to £460, have been charged to 
the general rate and the waterworks revenue accounts. 
Recently it was proposed by the Metropclitan Water Board 
to seek power to acquire the Croydon water undertaking, but 
now, in view of the altered conditions brought about by the 
war, the Board has decided that the negotiations for the 
transfer shall be suspended sine die. 


Low Death Rates in Sheffield 


The health of Sheffield, as shown in the annual! report of 
its medical officer, Dr. John Rennie, is improving rapidly. 
The general death rate and the infant and maternal mortality 
rates were all lower in 1938 than for England and Wales as a 
whole. Up to the end of the last war the mortality rates 
of Sheffield were always above the national average: since 
1921 the position has been reversed. The mortality from 
infectious diseases. apart from diphtheria, was low, and even 
for diphtheria the rate was lower than for England and Wales. 
Deaths from infantile diarrhoea and enteritis were only 1.96 
per 1,000 births, as compared with a national rate of 5.5, the 
mortality being lower in Sheffield than in any other of the 
large towns except Bristol and Plymouth. Influenza, too, 
took a relatively small toll in Sheffield last year, only four of 
the large towns of England having a better record, and even 
cancer mortality over a series of years has been almost con- 
sistently lower in Sheffield than the national figures. The 
mortality from tuberculosis in 1938 was the lowest ever 
recorded in the city. The death rate of 581 per million is 
not much more than half what it was ten years ago: only one 
other among the eighteen large towns has a lower figure— 
namely. Croydon. and Croydon is hardly to be ranked with 
the great industrial centres. Tuberculosis mortality among 
grinders and cutlers, who at the last census numbered some 
8.000, is, however, several times higher than among the 
general population. Sheffield is proud of its low infant mor- 
tality—S0O per 1.000 births. as compared with 53 for the whole 
country. Only fifteen vears ago this rate was 90 in Sheffield, 
as compared with a national rate of 69.. The two outstand- 
ing problems in Sheffield are slum clearance and smoke abate- 
ment. A large part of the report deals with the considerable 
work of the city council on slum clearance and the rehousing 
of the people. But the pall of smoke remains as thick as 
ever over the city: at one collecting station the amount of 
solid matter deposited during 1938 was equal to 369 tons 
per square mile. 
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Correspondence 


Treatment of Gas Gangrene 


Sir,—Dr. Ivens-Knowles ends her valuable letter (Novem- 
ber 25, p. 1058) on gas gangrene with (1) a “strong protest ” 
against Dr. Trueta’s plaster-of-Paris treatment and (2) a brief 
crack at the Thomas bed splint. Her criticisms should be 
directed not to the method or the splint but to their faulty 
use! Indeed, it cannot be too widely recognized and clearly 
understood that neither Trueta’s method nor Thomas’s splint 
is fool-proof. Advocacy of a special technique only too often 
means that it is widely applied but imperfectly understood. 
It will be disastrous if Tom, Dick, and Harry apply closed 
plaster to war wounds, but not in Trueta’s way! So, too, 
have many patients suffered miseries from the ring of a 
Thomas splint improperly used. Yet Thomas devised his 
splint in order to avoid any constriction, and Trueta is equally 
insistent on the fundamental principle of ensuring unrestricted 
circulation in the part. Trueta’s plaster supplies to the naked 
deep tissues of the saucerized wound that support which is 
ordinarily given by deep fascia and intermuscular fascial 
planes—a polite and gentle pressure, nothing more. 

The proof of the physiological character of this degree of 
circumferential support is provided by the restoration of the 
natural colour, activity, and comfort of the hand or foot, with 
the disappearance of any pre-existing oedema. The patient soon 
shows in his expression that he appreciates this restful and 
comfortable support of his wounded soft tissues. The ensur- 
ance of free circulation to the enclosed part is the paradox of 
the true Trueta method—vyou shut it up to set it free !— 
1 am, etc., 


Headington, Oxford, Nov. 26. G. R. GIRDLESTONE. 


Psychological Casualties in War 


Sir,—In your issue of November 4 (p. 925) you kindly 
inserted a letter from me calling attention to the fact that 
men were being enlisted who were likely to have a nervous 
breakdown early in their military career. There have been 
four letters published—two in your contemporary’s and two 
in your own Journal. 1 have received twenty letters, and | 
have had several conversations with doctors in a position to 
know the facts. 1 have also heard of some old patients of 
my own whose laboriously acquired stability has been broken 
down by a few weeks of service. I think therefore that there 
is a problem. A chairman of a board wrote to the Lancet 
to ask if | could tell him how to recognize these patients in 
a few minutes. I do not think that anyone could tell him 
how to do that. He says that examiner No. 1 has six and a 
half minutes to test the vision, to examine the nervous system, 
and to take a complete medical history. As there were still 
eighteen and a half minutes left distributed among other 
members of the board for the rest of the body I feel that 
No. | has a grievance. 

It is not always easy to get a good psychiatric history in a 
single interview no matter how long it is. Your genuine 
neurotic is not always a person who is expansive at the first 
interview. He is not always a person who will button- 
hole all and sundry about his health. There are such, but 
there are also many who are ashamed of their neurosis, who 
will try to conceal it, who will not own up till they really 
get to know the doctor. This kind will certainly not tell 
their troubles to a board. The difficulty should, however, 
be got over without much trouble. Every person in this 
country has a doctor. It would be very easy to arrange that 
every recruit should bring a short note from him. This would 
say that the person was never ill, or that he was always falling 
ill, or something in between. The doctor who has had some- 
one on his list for years might surely be trusted in this matter. 
He is the one person who really knows the history. Unfor- 
tunately the patient whose case stimulated me to begin this 
correspondence brought such a report from his doctor, but it 


was ignored ; and I have been told of others. The admission 
of unsuitable persons is not, however, merely a question of 
the neuroses. In a hospital which I visited lately there are 
patients returned from France with grave organic diseases 
such as general paralysis and disseminated sclerosis, in addition 
to several cases of severe neuroses and even psychoses. It 
is true that these were reservists who had been called up, and 
therefore the responsibility does not rest with the boards. It 
would seem that the investigation into these cases also had 
not been searching enough. 

As a practical attempt to meet these difficulties I would 
make three proposals. (1) Real histories could be got without 
difficulty. (2) It might be a good thing if hospital physicians 
were chairmen of the boards. There are many of these in 
cold storage. From their long experience in out-patients 
they have acquired special facility in spotting quickly the 
people who are likely to have something wrong, the people 
who should be set aside for further consideration. (3) For 
some of these a specialist assessor should be available— 
psychiatrist, aurist, neurologist. 

I should like to call special attention to Dr. Culpin’s letter, 
which shows conclusively what a large proportion of patients 
who broke down might have been spotted beforehand had a 
psychiatric specialist been available. 1 think that the same 
would hold good for early physical cases.—I am, etc., 


London, S.W.1, Nov. 27. T. A. Ross. 


Psychological Treatment Centres 


Sirn,—The polemics of your correspondent Dr. Allan 
Macdougall, in your issue of November 18 (p. 1020), resemble 
Hitlerian propaganda. The assertions made are so roundly 
extravagant as to stupefy opposition; the more so as they 
contain sometimes an ingredient of fact. In my _ previous 
letter | refrained from setting forth the principal arguments 
for believing that mental iilness in general was probably less 
during the last war than in peace time, as to do so would 
have meant exceeding the permissible limits of a letter ; but 
the Nestor of English psychiatry, Dr. Weatherly, in your 
columns of November 18, has stated some of the reasons 
very succinctly from his own observation; and these will 
do as an example. 

There is little evidence for Dr. Macdougall’s contention that 
“a very large proportion of the psychic [sic] casualties of 
the last war, both civilian and Service, did not become 
notifiable until some years after the war.” Had _ this 
been true there should have been as part of the evidence 
a notable advance in the annual rate of increase in ad- 
missions to mental hospitals in the years following the 
last war, but there was no such advance. Moreover, 
those who examined Service patients remaining in mental 
hospitals after the war usually concluded that they would 
sooner or later have been admitted there even without a war. 
Nor is it “ axiomatic” that any period of great national stress 
produces more psychoses and neuroses. There is a well- 
known observation of Bonhoeffer’s on 6,000 Serbian prisoners 
in the last war, who had been subjected to greater and more 
prolonged privation and hardship than almost any other body 
of people in those years, that while physical debility and 
deterioration were very pronounced mental disease was almost 
unknown among them. As for any considerable post-war 
increase in psychoneuroses, the only figures available of 4 
general kind are those of Dr. J. L. Halliday (published in 
your columns). They do not refer to the immediate post-war 
period, and their significance depends on peace-time factors. 
I am happy, however, to find myself in agreement on one 
point—namely, that the change from war to peace may be 
more devastating to some individuals than a change in the 
reverse direction; for peace presents problems often more 
complicated and to some natures more distasteful than those 
of war. But it is not war itself that produces such conditions. 
They are not the consequences but, at most, the sequels of wat. 

I repeat that a wide advertising of the supposed inevitability 
of increase in mental and nervous breakdown from war con 
ditions among the civilian population does more harm than 
good.- On the precedent of the last war it does not correspond 
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to the facts, although we must never forget that the civilian 
population is likely to be subjected to dangers far exceeding 
those of 1914-18. It is not the great dangers of life, shared 
in common, that mainly produce mental illness. It is far 
more often the private and sometimes petty distresses that 
are effective in this way, and then it is the psychoneurotic 
rather than the psychotic type that is engendered. Neverthe- 


less, few people are neurotic in the face of inevitable death ; | 


many become so from disappointments in their careers or in 
unhappy marriages. No psychiatrist will agree that “any of 
us is capable of being psychotic.” Predisposition, not neces- 
sarily inherited, is of fundamental importance in most cases. 
Dr. Macdougall exhorts us to “think of confinement in a 
mediaeval dungeon.” JI am not sure why, but may | quote 
a clinical observation of Oliver Goldsmith’s in this connexion: 

“IT remember to have once seen a slave in a fortification 
in Flanders who appeared no way touched with his situation. 
He was maimed, deformed, and chained ; obliged to toil from 
the appearance of day till nightfall, and condemned to this 
for life ; yet, with all these circumstances of apparent wretched- 
ness, he sang, would have danced but that he wanted a leg, 
and appeared the merriest, happiest man of all the garrison. 
What a practical philosopher was here! A happy constitution 
supplied philosophy, and though seemingly destitute of wisdom, 
he was really wise.”—Il am, etc., 

Nov. 24. ; R. D. GILLESPIE. 

Sirn,—Sir Farquhar Buzzard, at the special clinical and 
scientific meeting of the British Medical Association (April, 
1919), reviewing the medical experience of the last war, called 
attention to the fact that 


“the large numbers of victims of functional nervous disorders 
resulting from the war... had stimulated an intelligent interest 
in the question not only in the medical but in the public mind 
[my italics], and it had forced a Government Department to take 
cognizance of its existence and to make provision for adequate 
tratment. ... The war had taught us that when recognized in 
their earliest stages these disorders were easily cured—but not by 
tonics. The fatigue factor must be met by rest, the anxiety factor 
by psychotherapy. . . . There was no adequate provision for the 
treatment of patients suffering from these disorders who had 
limited means. They haunted our hospitals and our consulting 
rooms crying for help which we were powerless to give.... 
Sooner or later the provision of treatment for such persons must 
be undertaken by the voluntary hospitals or the Ministry of Health. 
... The Ministry would have two duties in relation to this 
problem—preventive and remedial.” 


Such conclusive testimony amply supports my plea (Journal, 
October 7, p. 743) and the axiom of Dr. Allan A. Macdougall 
(November 18, p. 1020); it should also resolve the doubts of 
Dr. R. D. Gillespie (November 4, p. 926), who had never 
heard of any data which purported to show a rise in psycho- 
neurotic and minor psychotic illness during the years 1914-18, 
and feared a national hypochondriasis from the public 
becoming too interested in their mental health. 

Hypochondria cannot be created here or now because 
already, as our philosopher Berkeley observed as far back 
as the seventeenth century, “ hypochondria is the melancholy 
complexion of us islanders.” Sir Farquhar Buzzard warned 
us in 1919, and Sir Walter Langdon-Brown, another Regius 
Professor, in 1939 (October 14, p. 783). Are we to wait 
another twenty years for “ psychological treatment centres “? 
—l am, etc., 


London, E.17, Nov. 17. A. C. D. TELFER. 


Anaesthesia in War Time 


_Sir,—At the risk of being thought reactionary may I put 
a plea for the use of chloroform as the anaesthetic of 
choice for emergencies. It requires no elaborate apparatus 
and can be used in any kind of climate and for patients of 
any age. Induction is easy and not unpleasant to the patient, 
and is not followed by so much nausea and sickness as 
he moreover it does not have an irritating effect on the 
lungs, 

As regards toxicity, are the number of fatalities from 
anaesthetics Jess than they used to be when the present 


complicated apparatuses were undreamt of? In my humble 
Opinion too much reliance is now placed on the various 
mechanical aids to anaesthesia. Is the student taught to rely 
on the patient’s colour, state of the pupil, lid and conjunctival 
reflexes, respiration, and pulse? If he does so then there is no 
more danger in chloroform than in any other anaesthetic. 

1 was brought up on A.C.E. and ether, and when a resident 
was fond of giving ether with a Clover. On going to india | 
found that chloroform given with a Junker was the universal 
anaesthetic. Ether is unsuitable in the Punjab in the hot 
weather owing to its rapid volatilization ; also rubber articles 
perish very rapidly in the dry heat. I may say that during 
twenty-five years’ service and many thousands of operations I 
have seen only two deaths from chloroform. One was 
delayed chloroform poisoning in a young girl who had teen 
under anaesthesia for three hours and died the next day ; the 
other was sudden heart failure in a young boy before the 
Operation had started. 1 am quite sure that other 1.M.S. 
officers will bear out my statement that chloroform is both 
an efficient and a safe anaesthetic. 

During the last war in a field ambulance, a hospital ship, 
and in base hospitals, in which I was surgical specialist. 
we used nothing but chloroform. In the hospital ship and 
the base hospitals the Vernon Harcourt apparatus was em- 
ploved, but in the field the Junker apparatus was used. It is 
so simple and takes up so little room that I do not see why 
it should not be generally employed. If any stimulation seems 
to be required. a little ether on a mask can always be given. 

The only cases in my civil hospitals which were not anaes- 
thetized with chloroform were those of rectal trouble, piles, 
fistulae, and so forth, in which spinal anaesthesia was used so 
as to obtain full relaxation of the sphincter ani.—I am, etc., 

H. C. KEATEs, 
Lieutenant-Colonel I.M.S. (ret.). 
Streatham Park, S.W.16, Nov. 26. 


Sir,—In reply to Dr. W. Hamilton's letter (November 25, 
p. 1058) with regard to statistics of deaths under anaesthetics, 
we do not vet appear to have arrived at any method of 
recording mortality figures that is not fallacious, chiefly 
because the figures are small and the recording is made with 
varying degrees of accuracy. The skill and experience of the 
anaesthetist, the methods of administration that were em- 
ployed, the condition of the patient, the nature of the 
Operation, and how long the anaesthesia lasted are only a few 
of the details required that are often not mentioned but which 
are necessary if we are to discover the actual cause of death 
and be able to classify it. The patient's state of health and 
the technique employed are most important in drawing con- 
clusions on the actual part played by this or that anaesthetic 
before attributing a death to its employment. A study of 
books on anaesthesia reveals much repetition of statements 
and opinions, and both chloroform and ether, especially the 
former, have been too much condenined on_ insufficient 
premises.—I am, etc., 


Edinburgh, Nov. 25. G. BD. G. 


X-ray Examination of Militiamen 


Sizn,—The letiers of Dr. A. Robinson Thomas (November 4, 
p. 928) and of Dr. L. Banszky (November 18. p. 1020) call for 
a reply, since they give a misleading view of the argument 
I intended to bring forward in my letter in the Journal of 
October 7 (p. 745). Let me therefore state emphatically that 
1 believe radiological examination of the chest of militiamen 
to be indispensable. Our allies, the French, have practised 
routine radiological examination in the Army for several 
years, and it has been adopted in Belgium, Switzerland, and 
Germany. The world literature on the findings of routine 
radiological examinations of the apparently healthy (including 
students, nurses, industrial employees, and whole communities 
in America, Scandinavia, Holland, etc.) is now extensive. But 
both the personnel and the technique (including apparatus) 
must be such that we obtain the most benefit from the pro- 
cedure—detection of unsuspected cases of active phthisis— 
and also avoid harm from it by labelling healthy recruits as 
tuberculous. 
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Everyone will agree that a radiograph obtained with a 
first-ciass apparatus is the best technique available. Whether 
screcning is as satisfactory (apart from the fact that it does 
not provide a permanent record) will depend on the type of 
apparatus, the experience of the examiner, his adequate adapta- 
tion to darkness, the time at his disposal, the type of material 
(for example, thin women or very muscular men), and the 
duration of each screening session. (Holm in Denmark, in a 
reliable comparative study undertaken several years ago, 
found that the occasional case missed by screening and 
detected by means of a radiograph was always a_ student 
screened towards the end of a session when the examiner 
was getting tired.) Screening has the advantage in that the 
interpreter faces the patient and can if necessary put ques- 
tions that may help in a doubtful case. Miniature screen 
photography enables a very small photograph of the screened 
image to be obtained which can be examined at leisure with 
a magnifying lens or be thrown on a screen. Much time is 
saved at the moment of x-raying, but it is difficult to see how 
the negative can improve on the actual screened image ; indeed, 
the help obtained from studying the movements of the dia- 
phragm and the relative lighting up of the apices on inspiration 
is lost. 

Granted that routine radiography, with further investigation 
of suspicious cases, is the most reliable method available, the 
cost per person, including film, personnel, etc., works out, 
I believe, at a little over 5s., but no doubt in dealing with 
very large numbers the cost could be reduced. 

As regards who should interpret the films or do the screen- 
ing, I still maintain that the best person is a tuberculosis 
physician with the necessary radiological experience or a 
radiologist with special experience in chest radiology. 

The large numbers of patients who have been and are still 
being sent to sanatoria because of misinterpretation of 
apical shadows, normal hilar shadows, heavy lung markings, 
healed primary complexes, often in radiographs of very poor 
quality, give ample support to the view that availability, 
choice, or training (if necessary) of personnel is a matter that 
should at any rate be considered before we insist that the 
military authorities adopt a method that may result in our 
being hoisted by our own petard.—lI am, etc., 


Staines, Nov. 19. G. GREGORY KAYNE. 


Sir,—I should like to join in your discussion about the 
x-ray examination of militiamen. 

First let me tell a story. A short while ago a child of 15 
months died in Redhill County Hospital of miliary tubercu- 
losis, and last week the other members of its household were 
brought by one of my health visitors to the clinic for examina- 
tion. They were all screened, and one was found to have 
an azygos vein lobe, and another, a young man of 21, was 
found to have two large cavities in the left lung with com- 
mencing infiltration in the right lung. These observations 
were confirmed by x-ray film. The young man had recently 
been before an Army medical board, having passed Grade 1, 
fit for military service anywhere. Whether he had the physi- 
cal signs of disease I do not know, but it is certain that his 
condition was overlooked, and should he have at length 
joined the Army he would have infected many of his fellow 
soldiers, some of whom would have died of the disease and 
some become pensioners. 

The moral of the story is that ordinary examination failed 
to demonstrate what was obvious on the screen at a glance, 
and it seems to me very wrong that the Army doctors are not 
allowed the facilities of this method of examination. It may 
be that if only screening is used a few lightly infected cases 
will slip by unobserved, though, for myself, I think one gains 
more information by screening than by filming, the only dis- 
-advantage being that one has no permanent record; at all 
events the heavily infected and infectious cases, such as that 
described above, will be found. And the method is so prac- 
tical ; twenty-five men can be readily screened in an hour, 
and should any abnormality be detected a film is soon taken. 
It is the method adopted by the military authorities in French 
Colonial Africa, who, using a mobile x-ray set, screen all the 
recruits and film the doubtful ones. 


No great expense need be involved: the medical board 


would have to move from its present rooms to the local. 


hospital, and that is about all.—I an, etc., 
A. STEPHEN HALL, 


Redhill Cony Hospital, Edgware, Tuberculosis Oificer, 


ov. 21. 


The Treatment of Peptic Ulceration 


Sir,—For the past twenty years I have not hesitated to 
express the opinion that the essential principle in the ~ medi- 
cal” treatment of peptic ulcer is complete uncompromising 
confinement to bed for three to four weeks, and that severe 
dietetic restriction or drug therapy plays an insignificant or 
negligible part. Whether confinement to bed contributed to 
healing through physical inactivity (or even posture) or on the 
nervous side through seclusion from responsibilities and other 
psychical disturbances, or through both factors, was not 
perhaps a necessary decision. But I entertained a suspicion 
that the success of several forms of dietetic treatment, though 
widely differing, might be due to one factor they had in 
common—the protracted rest, a state often inevitable through 
the elaborateness of the details which must in addition have a 
high suggestive value. 


It must be admitted—and the weakness will be condoned—* 


that a physician to a teaching hospital is in duty bound to 


represent to his students that this is not the orthodox practice: 


and to indicate to them the views held in general by eminent 
colleagues regarding the role of acidity in the genesis and 
aggravation of a peptic ulcer and the necessity to administer 
alkalis for its possible continuous neutralization. But control 
observations of patients treated solely by rest and a rela- 


tively bland diet have persuaded me that the results were at’ 


least as satisfactory as in those submitted to the orthodox 
elaborate regime—results judged by the complete ameliora- 
tion of symptoms and subsequent radiographic examination. 

It is naturally a considerable satisfaction to me to learn 
from the article by Dr. James Ronald in the Journal of 
November 25 (p. 1033) that he has found it impossible to- 
correlate the variations in acid level with the symptoms and 
signs of ulcer: that improvement occurred whether the acidity 
was diminished, unaltered. or increased; that no distinction 
could be drawn on clinical grounds between cases in which 


hyperchlorhydria was or was not altered during treatment; 


and that, in fact, healing could take place although the- 
hyperchlorhydria actually increased. We are entitled, there- 
fore, to deduce from his investigations support for the 
belief that there is no justification for indicting acidity as 
the villain in the piece, and to assume that there are other 
factors concerned in the production of peptic ulceration, 
with the encouragement to divert our interest from the local 
lesion, upon which attention has necessarily been fixed through 
the exhortations to deal with the acid as the essential factor. 
It may be that the orthodox ground so long established will 
not be abandoned without a struggle, but there can be no 
doubt that there has for some time been a growing tendency 
among experienced practitioners of an inquiring and sceptical 
turn of mind towards this revision of treatment. And I for 
one cannot refrain from endorsing on purely clinical lines the 
conclusions derived from Dr. Ronald’s more scientific investi- 
gations.—I am, etc., 


London, W.1, Nov. 25. ADOLPHE ABRAHAMS. 


Sources of Vitamins A and D 


Sir,—In May this year Miss Anne Wilbraham and I pub- 
lished under the title The Englishman's Food a historical 
survey of the changes in the character of the English diet 
during five centuries and of the influence which these had 
on the health of the people. In discussing rickets we had to 
deal with the important part played by vitamin D, and we 
naturally made reference to the remarkable developments . 
which had been brought about by the discovery of the high- 
potency oils, such as halibut-liver oil, and by the production 
of concentrated preparations. Exception has been taken 
to some of the statements we made in this section of the 
book by Mr. K. MacLennan, general manager of British 
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Cod Liver Oil Producers (Hull) Ltd., and as some of the 
points raised in correspondence between us were also men- 
tioned in a letter from him which appeared in your issue of 
July 29 (p. 264) it seems appropriate that a reply should appear 
in the same place. 

On one point his objection was certainly well founded. 
We stated on page 180 that “ halibut-liver oil has almost 
displaced cod-liver oil as a means of giving vitamins A 
and D.” At the time this was written it was my belief that 
such was the case. I had been led to form that opinion by 
consideration of the remarkable rise in the consumption of 
halibut-liver oil in this and other countries—a_ production 
hardly existed six years ago, yet last year something like 
4500 gallons were consumed in this country alone—by an 
equally impressive rise in the use of concentrates of A and 
D, many of them prepared from high-potency oils of the type 
of halibut-liver oil, by evidence that ever-increasing quantities 
of high-grade cod-liver oil produced in this country were 
ued for poultry and animal feeding either here or in the 
US.A., and by the strong impression I had formed from 


conversations with medical men and chemists that the 
popularity of substitutes for cod-liver oil was growing 
rapidly. 


What I did not then know was that a volume of oil of 
medicinal quality estimated by various experts at from 1,000 
to 2,000 tons a year in Great Britain is still employed for 
human use. It would, therefore, have been more correct to 
have stated that halibut-liver oil and other high-potency 
materials have raised a serious challenge to cod-liver oil 
during the last few vears. How serious the challenge is can 
be appreciated from the fact that the annual consumption of 
halibut-liver oil alone—leaving out of account entirely the 
large production of proprietary preparations rich in A and 
D—represents between one-half and one-third of the vitamin 
A and between one-quarter and one-sixth of the vitamin D 
contained in the annual consumption of cod-liver oil. 

Exception was also taken to our giving the range of 
potencies of cod- and halibut-liver oils as 50-200 I.U. and 
1,000-4.000 1.U. of vitamin D respectively, on the grounds 
that these figures understated the case for cod-liver oil and 
overstated that for halibut-liver oil. I have had a wide 
experience of testing liver oils for vitamin D potency, and 
Istand by those figures. I do not deny that exceptional oils 
are encountered from time to time, and that by selection of 
fsh—coal fish is an example—or by judicious blending or 
fortification liver oils of higher D potency than the figures 
Ihave given may be obtained. What I maintain is that for 
authentic liver oils of the two species the figures I have 
given are representative. 

| have also been called to task for expressing the view 
that a small volume of halibut-liver oil—or, for that matter, 
any other high-potency A and D material—will provide all 
that a much larger dose of cod-liver oil will supply. The 
statement was made in the discussion of human rickets in 
our book, but I am prepared to defend it in a much wider 
connexion. 

The calories supplied by the fat in the doses of fish-liver oil 
laken medicinally are of no significance under conditions such 
a prevail to-day in Great Britain. It is another matter when 
Starvation is rife. For this reason I had no hesitation in 
recommending the International Relief Commission which 
Operated in Spain during the recent civil war to purchase cod- 
liver oil in preference to concentrates of A and D. At such 
limes every calorie counts. 

There was at one time a theory that the fatty acids of 
cod-liver oil have some peculiar nutritive virtues. It was 
thought that their highly unsaturated character made them 
More readily absorbed and assimilated than the fatty acids of 
the commoner edible oils and fats. This theory never had 
Substantial foundation, and it is now entirely discredited. 
Even before controlled investigations had shown that the 
Common saturated fatty acids are absorbed and oxidized in the 
issues as readily as the unsaturated ones, the supporters of 
the “fatty acid” theory of the efficacy of cod-liver oil had 
been routed by the disastrous results which followed an 
attempt to replace cod-liver oil by the highly unsaturated 
linseed oil in infant feeding. Curiously enough, the fish-liver 


oils are actually deficient in the recognized “essential fatty 
acids.” In only one respect do the fatty acids of cod-liver 
oil show peculiar properties, and that is that under certain 
conditions they appear to exert a curious toxic action leading 
to forms of muscular degeneration. There is a considerable 
and growing literature on this interesting subject, but it is 
not easy at ihe moment to get all the evidence into perspective. 

Finally, I am of opinion that little or no importance can be 
attached, in discussing the nutritive value of the fish-liver oils, 
to the small amounts of iodine which all of them seem to 
contain. Many years ago an “iodine” theory of the physio- 
logical action of cod-liver oil was popular, but it, like the 
“fatty acid” theory, died of inanition.—Il am, etc., 


Department of Biochemistry, J. C. DRUMMOND. 


University College, W.C., 
ov. 15 


Virtues of Brown Bread 


Sir,-l was particularly interested in the letter in the 
Jourrat of November 18 (p. 1022) from my old school-fellow 
and colleague Dr. Geoffrey Taylor regarding the virtues of 
brown bread. It contains more than a “germ” of wisdom 
that those responsible for national health might well en- 
courage, and contrasts strongly with a dispatch from France 
that appeared in the lay press telling of troops clamouring 
for white bread and of the pathetic efforts to obtain “fine 
quality white flour.” What misplaced energy to obtain an 
artificial and anaemic product denuded of its natural vitamin 
by excessive milling! Even without great military activity, 
the present war has already demonstrated the great nervous 
tension to which the community is likely to be subjected, and 
it would be a wise provision to encourage the production and 
consumption of flour in which the health-giving properties of 
the natural vitamin B had been retained. 

In view of the campaign for national fitness and the recent 
work on nutrition, would it not be possible for the B.M.A. to 
take a lead in this matter and persuade His Majesty’s Govern- 
ment of the importance of preserving intact the essential 
factors in wheat flour instead of allowing persistent wastage 
through excessive milling and whitening?—I am, etc., 


London, W.2, Nov. 20. R. Cove-Smitn, M.B. 

Sir,—Professor Geoffrey Taylor (Journal, November 18, p. 
1022) once again champions the virtues of brown bread over 
white bread on the ground of the vitamin B content of the 
former and its absence from the latter. Professor Taylor, 
however, overlooks the psychological factor that to modern 
taste modern white bread is far more palatable, and usually 
more digestible, than the brown bread as purveyed by modern 
bakeries. 

There is the recognition among all engaged in the bakery 
trade that the conditions required for making very attractive 
brown bread differ greatly from those in use for making white 
bread. They are, therefore, not prepared to arrange for 
incurring extra expense for a portion of the community who 
are not prepared to pay a higher price for their loaf of 
brown bread. It is better to eat good white bread and obtain 
the vitamin B from other sources than to eat a brown bread 
which is unpalatable or less digestible. I would point out 
two excellent methods of obtaining vitamin B and at the same 
time preventing the curse of habitual constipation. The first 
is to take frumenty as a porridge two or three times a week. 
The second is to give your baker a few pounds of freshly 
crushed white wheat and instruct him to incorporate a quarter 
of a pound into the dough when making up each 3-lb. loaf. 
I should be happy to send a specimen of this attractive bread 
to any doctor who would like to test it-——I am, etc., 


London, W.1, Nov. 21. JOSIAH OLDFIELD. 
Sir.—Dr. Geoffrey Taylor is quite right about the * virtues 
of brown bread,” and if the Government would put a tax 
on white flour and let the wholemeal flour go free of tax 
we should not have so many anaemic and constipated children, 
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nor have to go to the chemist to buy wheat-germ to cure 
complaints they ought never to have had. The bread is more 
nourishing and sweeter.—l am, etc., 


Bassingham, Lincoln, Nov. 24. OsBorNE JOHNSON. 


Radium Treatment of Cancer 


Sir,—lIt is reported that Sir Leonard Hill, in a paper which 
he read at the Royal Society of Arts on November 23, severely 
criticized the use of radium in the treatment of cancer, and 
this reminds me that in a pamphlet which was published in 
1936 by Messrs. H. K. Lewis | wrote in reference to ~ cancer 
treatment by irradiations 


“It is now established that many toxic effects may result from 
the use of these rays, that morbid changes may ensue, and that the 
lymphoid tissues and endocrine glands may be seriously affected.” 

“It is obvious that irradiations will destroy an easily accessible 
growth, and so would many other physical and chemical agents, 
and, of course, simple surgical measures could not possibly 
produce any direct constitutional ill results.” 

* As regards deeply seated growths, the use of radium or x rays, 
whatever the technique employed, seems to be not only useless but 
dangerous.” 

“If we concede that radiations. have a selective influence upon 
cancer cells, and if we further allow that they can be used so as 
not to injure overlying or surrounding parts, can we even then 
conceive that they will destroy not only the centrally situated 
cancer cells, but those spreading in all directions from the main 
mass? And, furthermore, can we conceive that their toxic consti- 
tutional effects will not occur or even that the peripheral cells may 
noi be stimulated to more rapid growth? ” 

“| have seen radium inserted into an inoperable cancerous 
growth ... but the outlying parts have seemed to grow more 
rapidly. ...” 

_“ I believe that this x-ray and radium treatment is unsound, 
unscientific, and dangerous, and that it will be totally abandoned 
within a few years.” 

—I am, etc., 


Cardiff, Nov. 24. W. MITCHELL STEVENS. 


Viruses and Cancer 


Sir,—In the leading article on the above subject in your 
issue of November 11 (p. 959) relative to Dr. C. H. Andrewes’s 
presidential address it is stated that “any doubts of the speci- 
ficity of some of the immune reactions observed would 
seriously imperil the conclusions which have been drawn from 
existing facts.” Elsewhere (Journal, March 26, 1938, p. 698) 
1] have expressed very considerable doubts in this regard ; 
but it is with another aspect of the same subject which has 
been raised in Dr. Andrewes’s address that I propose to dea 
here. . 5 

If the results of the immunity reactions, the carrying out 
of which has been undertaken by the virus-advocates in the 
attempt to demonstrate the existence of a causative virus in 
tumours, have any logical meaning, they must mean that, so 
far as the virus-upholders are concerned, for each and every 
individual case of the hundreds of possible types of tumour 
there exists a separate specific causative virus. What this 
implies in terms of Dr. Andrewes’s hypothesis I refrain from 
discussing, largely because of a lack of desire to treat as 
serious the bewildering, ever-increasing tangle of makeshifts 
that has been and is being piled up to support a theory— 
that of virus causation—which has long since been shown to 


_ be quite inadequate.—I am, etc., 


Aberdeen, Nov. 18. J. P. McGowan. 


Melted Wax in Therapeutics 


Sir,—I endorse the opinions of Dr. E. Scott in your issue 
of October 28 (p. 885). It is a most efficient method of 
applying heat. It is eminently suited to general practice work 
for treatment of arms and legs, as one can have a large 
bucket of it kept handy. But it is useful for more than 
treating inflammation. I have used it very much for many 
of the aches and pains that won't label themselves. For 
sprains of ankles or. hands it is very good to have a bucket 
full of the wax.. I have always heated mine on the ordinary 


gas stove. When the wax is at the right temperature (my wax 
melts at 60° C., and I use it at about 65° C.) the hand or foot is 
quickly plunged in and taken out ; when the wax on that has 
set, but not cooled, it is plunged in again; and so on until 
a thick layer is obtained. Each additional layer adds. heat 
and prevents rapid cooling. So far as heat is concerned, | 
fail to see the use of leaving it on for more than an hour or 
so; but it would probably have an effect like elastoplast 
if left on longer. Knees and elbows can be treated by hold- 
ing over the bucket and pouring wax over the joints, using 
a small saucepan. When one layer has set, more is poured 
over it until a thick layer is obtained. Hips can be treated; 
so can the whole body. For this I use a sheet of lead 
placed on a table and folded up at the edges. The patient, 
with a towel round the buttocks, lies on the sheet of lead; 
several buckets of wax must be ready at the right tempera- 
ture; then it is poured on from saucepans until the patient 
is enclosed in a thick layer. The temperature rises to about 
101° F. or so and there is profuse sweating. The wax is 
always removed very easily, as it does not stick to the skin. 
All wax removed is used again. For hands and ankles the 
process is simplicity itself. The one thing is to plunge the 
hand or foot in and not let it move about in the wax, for 
that reheats the wax which has set on the part, and then the 
heat is severely felt. I have never had a burn. Melted wax 
is also excellent for cosmetic work, for it produces a ‘very 
nice skin. I have used it for the face, putting an airway in 
the mouth. Wax combs out of the hair without trouble. 

I hope that others will follow Dr. Scott's suggestion. Would 
it be too absurd to suggest that it ought to be a good method 
to use at the front?—1 am, etc., 

Kingston Hill, Surrey, Nov. 15. W. F. Cooper. 


Personal Hygiene in Syllabuses of Training — 
Colleges 


Sir,—May I comment on the letter of Dr. Octavia Lewin 
in the Journal of October 14 (p. 785). In connexion: with 
certain problems of evacuation and the need for education in 
matters of cleanliness she states: “It is well known -that 
personal hygiene is not on the syllabus of the training 
colleges.” May I say that Dr. Lewin is misinformed to: this 
extent, that hygiene has been a compulsory subject for 
training college students for many years. It seems to me to 
follow that matters of personal hygiene must of necessity be 
discussed with all students in the training colleges, if: by 
personal hygiene Dr. Lewin and myself understand the same 
thing. I mean by the term the personal habits which maintain 
and preserve the health of the individual and therefore of. the 
community. In the hygiene courses of the training colleges 
are discussed the fundamental necessities of health—namely, 
putrition, activity, sleep, warmth, cleanliness, and light—and 
I submit that it is impossible to study these without including 
and embracing personal hygiene. 1 state emphatically that 
personal hygiene, in the sense I give to the term, is studied 
with seriousness in all training colleges, with enthusiasm in 
many, and that it is studied realistically and practically. 

May I ask Dr, Lewin what prompted her remark? I should 
like to lay bare the source of the inaccuracy.—I am, etc., 


F. C. Consitt, 


Chairman, Training College Association. 
London, W.C.1, Nov. 16. 


Bronchography 


Sir,—It is not a little surprising’ that in his paper on 
bronchography in your issue of November 11 (p. 950) Mr. Glass 
should have omitted reference to the most popular method of 
introducing radio-opaque oil into the bronchi—namely, by 
means of syringe and needle, using the crico-thyroid route. 
Apart from its being less unpleasant to the patient, this 
method presents certain definite advantages over his:: (a 
the technique is less difficult of accomplishment; (5) it § 
more applicable to children, who object less to the needle 
than to throat manipulations ; and (c) the preliminary anaes 
thetization requires only about one-tenth of the time: ’ This 
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Jast consideration is of importance when it is necessary to 
perform several bronchographies in one session. 

While I am in complete agreement with Mr. Glass in his 
summary dismissal of the bronchoscopic introduction of 
iodized oil, | do not agree that bronchoscopy should in most 
cases precede bronchography. Careful bronchography some- 
times renders bronchoscopy unnecessary: hence broncho- 
graphy, the lesser procedure, shouid always be performed 
first. 

The positions described by Mr. Glass as suitable for filling 
the various lobes leave rather more to chance than is desir- 
able. Posturing based on gravity and the anatomical distri- 
bution of the bronchi, as described in the Lancet (1936, 1, 
1236), facilitates the filling of individual lobes and eliminates 
the necessity for fluoroscopic control, which must in any case 
be a matter of great difficulty in some of the positions advo- 
cated by Mr. Glass. 

In conclusion I would point out that oleum iodisatum is 
now a pharmacopoeial preparation in Great Britain, contain- 
ing 40 per cent. of iodine in poppy-seed oil.—I am, etc., 


The Liverpool Frodsham, G. S. ERwin. 


OV. 


Spasmodic Flat-foot 


Sik,—In his article in the Journal of September 16 (p. 602) 
Mr. Alan H. Todd described spasmodic flat-foot as a distinct 
clinical entity, though he acknowledges it has not a pathology 
all its own. Why not, then, let it be classed as one of the 
accompaniments of flat-foot, early or late?—in my experience, 
more often the latter. Perhaps our adolescents in Australia 
are sturdier and do not go to arduous work so early in life as 
in London. 

I quite agree with him that division or exsection of the 
peroneus longus is useless; 1 would say criminal. I have 
never seen a case that did not clear up with rest and care, in 
severe old cases with wrenching as well. The peroneus 
longus is one of the most useful muscles of the foot, and the 
French school of orthopaedics considered it the most impor- 
tant. On two points 1 would venture to disagree with Mr. 
Todd. From time to time | am a martyr to cramp in my feet 
and can only obtain ease by siretching the affected muscles. 
The second point is the use of inner wedged heel and sole. 
I know it is a very common practice, but none the less it is 
absolutely wrong mechanically. The foot is so constructed 
that the weight should be borne by the talus, calcaneus, 
navicular, and cuneiforms, most of it being transmitted to the 
first digit As Humphrey the anatomist wrote many years 
ago, “ Man stands in the animal kingdom literally on his 
big toe.” All through that wonderful monograph The Human 
Foot, by T. S. Ellis, the same theme is delightfully main- 
tained. This I also endeavoured to show by sections through 
the tarsal bones (Deformities of the Foot, Walsham and Kent 
Hughes. Chapter 1). The lateral portion of the cuboid is 
purely cancellous and the medial portion contains but few 
longitudinal striae, whereas they are more numerous and 
stronger as we pass from the third to the first cuneiform. Any 
treatment, then, which tends to throw the weight of the body 
on to the lateral border of the foot is bad tactics. It is much 
better to raise the waist of the sole by a leather arch beneath 
the insole, its thickness and height being adjusted to the case 
in point. I have used this for nearly fifty years. 

As regards the causation of the spasm, we are on an 
uncharted sea. We have disturbances in the mechanism of 
the foot, the earliest of which is often a slight but definite 
flattening of the dorsum lateral to the head of the talus and a 
dropping of the heads of the metatarsal bones. The peroneus 
brevis is generally involved with the peroneus longus. Could 
this flattening pull on the sheath common to both peronei, 
or can the irritation arise from pressure on the calcaneo- 
cuboid joint and thus cause the spasm? Spasm is as a rule 
the result of irritation from inflammation, and it might be 
Suggested that by walking with the foot everted the distal 
Msertion of the peroneus longus would be subjected to irrita- 
tion. This would not apply to the peroneus brevis and does 


hot occur in the tibialis posticus, the insertion of which into - 


the talo-navicular ligament is certainly often subjected to 
much more irritation. 

Mr. Todd in his article mentions the weak foot. What is 
it that makes some feet liable to flat-foot? in my opinion it 
is mainly due to diminution of dorsal flexion, which occurs 
in about 20 per cent. of people, leaving cut the wearers of 
high heels. Ever since Schaefer wrote his article on non- 
deforming club-foot I have been keenly interested in the 
occurrence of a short tendo calcaneus, and was amazed to 
discover its frequency. We seldom see a very severe flat-foot 
without a shortened tendo calcaneus, and | find it almost 
universally present in people who sprain their ankles and 
knees. It is seldom noted before 7 years of age, when an 
awkward gait or swollen ankle draws somebody's attention 
and advice is sought. It is easily removed by stretching 
exercises up to 15 years of age and even later. While on 
the subject of a contracted tendo calcaneus, if an operation of 
lengthening be required might I suggest that this is best 
obtained by cutting away the insertion from the bone. I have 
never seen a weak tendon or wasting of muscle follow this 
procedure during the last twenty years. 

As regards priority of mention of spasmodic flat-foot, may 
I quote from the book I wrote with Mr. Walsham in 1895 
(p. 424): “The peronei are in advanced cases tense, either 
from spasm or from adaptive shortening. The tendo Achillis 
is in some instances shortened, as are also the dorsal flexor 
muscles.” On pages 438-9, under the heading of “ Spastic 
or Spasmodic Flat-foot.” a fairly accurate description is 
given of early adolescent and advanced cases. My late col- 
laborator ascribed it as due to spastic paraplegia, and stated 
at the end of the paragraph that he had not met with a 
severe rigid case in adults. I wrote the article on pathological 
anatomy of acquired flat-foot, but I was not responsible either 
for the statement as to spastic paraplegia or for the “we” 
in the last sentence. Collaboration is always difficult, and 
especially so when, as in this case, the two authors were 13.000 
miles apart for the last two years.—I am, etc., 


Melbourne, Nov. 6. W. Kent HuGues. 


Streptococci of Scarlet Fever 


Sir,—I notice in your annotation of November 11 (p. 960) 
on the streptococci of scarlet fever you refer to the fact 
that scarlet fever follows the invasion not of one strain only 
but of several groups of haemolytic streptococci. You ask 
if it would not be logical to group all forms of streptococcal 
invasion under a comprehensive title. I should like to know 
whether there is any experimental proof that mutation of the 
various strains of haemolytic streptococci does take place. 

For some years I have been resident in Kunming, a city in 
South-West China, and have been interested in epidemio- 
logical matters. A survey undertaken by the Research Council 
of the Chinese Medical Association, of which | was a member, 
during 1933 and 1934 amassed a great deal of information 
about the incidence of disease in China. J/nter alia it was 
shown that scarlet fever was endemic in most of the provinces 
(Gear, H. S., Chinese med. J., 1937, 51, 203). Curiously 
enough, during the two-year period of the survey no special 
epidemic of the disease was encountered. Thus in 1933 the 
total number of cases in sixteen areas where scarlet fever 
occurred was 208 out of 181.800 patients seen, and in 1934 it 
was 121 out of 218,000 patients seen. From 1926 to 1938 
in Kunming the number of cases seen has been small compared 
to the total registered out-patients—twenty to twenty-five out 
of 16,000 to 18,000 per annum. 

This year the city was grossly overcrowded owing to the 
effects of the war, and there occurred the first real epidemic of 
scarlet fever I] have known there. It began in March and 
reached its peak in May. It was estimated that there were 
over 5.000 cases. In former years cases had been mild in 
type, somewhat like present-day scarlet fever in England, but 
now the disease was of the septic tvpe with a someyhat high 
morzialiivy. During the course ef the epidemic there was a sharp 
rise in the number of cases of crysipeias. Normally these 
would average abaut one a month, but in April and May 
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] myself diagnosed about fifteen cases, and there were others. 
Two were of infants, and were associated with streptococcal 
infection of the mothers; the remainder were in adults over 
the age of 40. In no instance was a second case found in the 
same household, but it was evident that the disease was 
epidemic. To complete the picture of a general invasion of a 
population by haemolytic streptococci, there was a coincidental 
epidemic of streptococcal sore throat with a number of cases 
of quinsy. One sufierer from the latter complaint, himself a 
bacteriologist, went down with a typical and severe scarlet 
fever three weeks laier. 

I merely record the occurrence of epidemics of three 
different groups of haemolytic streptococci concurrently. The 
reaction to treatment by sulphonamide preparations was 
specific to each group. All cases of erysipelas recovered, 
including two patients who when first seen were desperately 
ill. Not only was a favourable response to adequate dosage 
prompter than in the other two groups, but the length of time 
of treatment was the shortest. Ordinary streptococcal epi- 
demic sore throat responded well to treatment, though in some 
cases it was three or four days before there was marked 
improvement. Response to sulphonamide treatment in scarlet 
fever cases was less dramatic, and there was considerable 
variation. It rarely shortened the duration of the disease, but 
patients seemed easier with it. On the other hand, several 
untreated patients seen in the second week of the disease who 
were almost comatose showed dramatic improvement. This 
varying response to chemotherapy merely corroborates the 
known specificity of each strain of haemolytic streptococcus, 
but the problem of the genesis of each remains for solution.— 
I am, etc., 


London, E.2, Nov. 24. ALEXANDER J. Watson, M.D. 


Cancer and Pernicious Anaemia 


Sir,—It was refreshing to read Dr. E. F. Hunt's letter in 
the Journal of November 25 (p. 1062) advancing the plea that 
investigation of the cancer problem should be directed along 
the lines of deficiency disease instead of prolonging the sterile 
search for some unknown virus or organism. 

It is many years since Richard Cabot drew attention to the 
fact that both cancer and pernicious anaemia tended to occur 
in people of the same age period, and in a letter in the Journal 
I suggested as a corollary to this that cancer might indeed be 
also a deficiency disease. Acting on this theory I have given to 
many cancer cases, mostly of the inoperable and apparently 
hopeless type, liver both by mouth and intramuscularly, but 
unfortunately without any success. It would have been 
surprising if this therapy had been successful and in a way 
accidental, but I still think that it is on such lines that success 
will ultimately come: only it will not come without research, 
and that is why one would support Dr. Hunt's plea for an 
intensive inquiry.—1 am, etc., 

W. Lees TEMPLETON. 

London, N.6, Nov. 26. 


Black-out and Ventilation 


Sir,—I had visions of making a small fortune by patenting 
my solution of the combined problem of ventilation and eye- 
strain, but I don’t know how to proceed, so, lest the war is 
over before others can benefit, let me present it to the 
profession. 

The urgency of bedroom ventilation, with freedom to use 
my bed-light, was the original stimulus, and the “* Thomson 
ventilating light-trap” evolved and simplified itself till it 
became three bits of wood, the actual blind or curtain being 
a matter of choice or of material available. 

The trap I like best is in my sitting-room with a high bow- 
window; it has been passed by the authorities with three 
unscreened 100-watt lamps ablaze in the room, while I have 
free ventilation through the window open to two and a half 
feet from the top. Actually I used five pieces of wood in 
this trap. The amount of free ventilation depends on the 
size, and the size depends on the two end-pieces, which are 
rectangular, slotted diagonally from one corner to centre, and 


fixed by hinges to the sash (Fig. 1). Into the grooves fits a 
piece of ply-wood (Fig. 2) as wide as the distance between 
the end-pieces and as deep as half their diameter. — Laths, 
slightly longer than the total width, secure the free corners 
of the end-pieces and hold the ends of the ply-wood firmly 
in the grooves (Fig. 3). All the wood, except outside the 
end-pieces, is painted matt black. 

The cheapest way of covering this trap is to mount the 
blind belonging to the window at A, along the upper lath, 


Fic. 2. 


Fic. 1. 


Fic. 3. Fic. 4. 


have a cord across the window to pull the blind close to sash 
at B (Fig. 4), and cover the lower part of window, where blind 
now falls short, with paper or cloth or wood. Or the curtain 
or blind may be made long enough to fall below the bottom 
of the window. To avoid a haze of light passing the trap, 
especially on misty nights, care must be taken that the patch 
of ceiling immediately above is not directly illuminated.— 
1 am, etc., 


Grimsby, Oct. 16. E. J. THomMson, M.B., Ch.B. 


Administration of A.R.P. Casualty Services 


Sir,—With reference to Dr. H. Mainwaring Holt’s interest- 
ing and informative letter on the administration of A.R.P. 
casualty services (Journal, November 18, p. 1021), it may 
be of interest to your readers to know that the Halifax 
A.R.P. casualty services schemes provide for the attendance 
of doctors at the scene or scenes of disaster. It may be 
objected that such a provision is not sanctioned in any of 
the numerous official circulars. Nevertheless I am sure it is 
well worth the attention of A.R.P. casualty services adminis 
trators.—l am, etce., 

GEORGE C. F. Roe, 


Halifax, Nov. 22. Medical Officer of Health. 


The E.MLS. 


Two letters commending to the profession the plan for 
reorganizing the Emergency Medical Service, which was 
announced in our last issue, wili be found on the first page 
ot the Supplement this week. They are signed by Sir Robert 
Hutchison, President of the Royal College of Physicians of 
London, Mr. Hugh Lett, President of the Royal College of 
Surgeons of England, and Professor W. Fletcher Shaw, Prest- 
dent of the Royal College of Obstetricians and Gynaecolo- 
gists; and by Mr. H. S. Souttar, Chairman of the Central 
Medical War Committee and of the Council of the British 
Medical Association. 
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Obituary 


WILFRED TROTTER, MSS., F.RS., 
LL.D., M.D., D.Sc., F.R.C.S. 


The death of Mr. Wilfred Trotter on November 25 has 
taken from us an intellect of brilliance outshcne in 
our century by none in medicine, science, and 
philosophy. Among the losses that we have sustained in 
medicine in the last decades have been many great men 
whom we could not afford to lose nor could we truly 
replace. All had their hosts of admirers, but we believe 
that neither among these illustrious men nor in the number 
of their followers may there be found any affronted by 
the statement or disputing that Trotter had no equal. 
Our time has given us surgeons, physicians, experi- 
mentalists, whose magnificent achievements gave light 
and leading to those that 
cared to follow, yet a sur- 
geon who attained the highest 
in his intensely practical art 
and who at the same time 
graduated through medicine 
to philosophy is among them 
unique. Philosophy—the love 
of wisdom and of the know- 
ledge that concerns the most 
general causes and principles 
—is commonly approached 
through early years of more 
constricted studies, yet the 
power so attained to contem- 
plate the abstract and 
mentally to encompass it may 
discard the earlier preoccupa- 
tion with the practical aspects of science. Some philo- 
sophers there have been, however, whose early pursuits 
and whose intellectual progress have instead advanced 
together, so that the abstract has shared with the concrete 
the objects of their thought. Such a one was Trotter, 
and while we confidently assert his claim to the highest 
seat in surgery, at the same time with diffidence we 
suggest that the daily contact with the practical, involved 
in the pursuit of his profession, gave his philosophy also 
a force and distinction that it might have lacked had he 
approached it through another education. Who can doubt 
that had Trotter’s delicate youth been followed by a life 
passed in the contemplative retreat of an ancient univer- 
sity, had his occupation offered no hard problems urgently 
needing practical solution, not only would surgical 
advance have been by so much the less, but his philosophy 
itself would have lacked something of its vigour, its nip 
of common sense? 

The writer has no knowledge of Wilfred Batten Lewis 
Trotter’s birthplace or of his parentage, and little of his 
later home life. As a boy he had a spinal malady that 
kept him, so he said, on his back until the age of 16, 
and after that he was for a short time at University 
College School. He entered University College in 1891, 
and passed his M.B. with distinction in medicine in 1896. 
Later he gained a gold medal and scholarship in the B.S., 
and of course the higher qualifications and degrees. In 
the Medical Faculty of University College in those days 
were a number of luminous intellects, among which, if 
we are to judge by Trotter’s conversation, for him the 
Most powerful influences were those of Victor Horsley 
and of John Rose Bradford. In such an atmosphere of 


intellectual clarity he learned his medicine ; but we should 
not forget that in surgery it was of a man of far different 
type, his chief Arthur Barker, that he ever after spoke 
in terms of the greatest respect. Horsley was the physio- 
logist, the experimenter, who worked surgical miracles in 
the cranial cavity, but Barker was the Master. He was the 
predecessor of the expert technicians of the present day 
whose pleasure it is to incorporate in their work at the 
first possible moment the latest advances in theory and 
procedure, who have at their fingers’ ends the surgical 
progress of the rest of the world and in their minds its 
literature. Though Trotter never assigned to technique 
anything but a secondary importance, his fingers were 
skilful partly because he had learned his art from Barker, 
who during Trotter’s youth brought from abroad so many 
things now standardized in surgery. 


Trotter’s own influence on his contemporaries was now 
growing, and on his immediate juniors was so great as to 
be formative and exclusive. There are indeed at this 
present time many men, educated at University College 
in the first decade of the century, whose minds were 
formed and polished by Trotter, and in whose conversa- 
tion his habits of speech may still be heard. Some even 
may be recognized by their curiously softened and lazy- 
sounding sibilants. 


Nevertheless his progress to the honorary staff of 
University College Hospital was retarded by the fact that 
always in front of him was the flashing brilliance of 
Rupert Bucknall, to whom in those early days he had to 
give place. He was appointed surgical registrar in 1901, 
and it is thus true that the century and Trotter's influence 
dawned together. It is a tradition, which the writer is 
sorry to say that he has never confirmed or clarified, that 
at this period Trotter removed a carcinoma of the cervical 
oesophagus with success. He then demonstrated 
anatomy for a few years, until in 1906 Horsley’s pre- 
mature resignation permitted his election to the honorary 
staff as assistant surgeon. He had already been elected 
to the staff of the East London Hospital for Children, 
where his new associates proved themselves impression- 
able, as had been those of his own school, where he 
made many devoted friends. 


Delay in the occurrence of a vacancy in the staff of 
U.C.H. had probably an important bearing on the future, 
because then, for the first and maybe for the only time 
in his life, he had the unfatigued leisure that was neces- 
sary for the working of his mind. It was then that he 
wrote what is perhaps his greatest claim to academic 
distinction, his two papers published in the Sociological 
Review in 1908 and 1909, on “The Instincts of the 
Herd,” written thus at about the age of 34, when nearly 
all other aspirants to surgical staffs would be straining to 
become known by contributions to professional literature. 


Now firmly established in his chosen career he began to 
hold that sway as leader and teacher that he retained with 
effortless right until his retirement thirty-two years later. 
Almost at once he betrayed his interest in difficult surgical 
problems, the same ones mostly that beset the surgeons of 
to-day, and began to have a reputation for carrying 
through the removal of malignant growths that had 
daunted others to inaction. The mouth and pharynx 
provided some of the unsolved problems of those days, 
yet in a few years, and with what the chief of a modern 
Continental clinic would regard as an insignificant number 
of cases, he established the surgery of malignant disease 
of the pharynx on a firm basis. His Hunterian Lectures 
of 1913 are models of clarity in clinical description, and 
the greater part of his operative recommendations were 
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subsequently proved to be sound. Trotter was neverthe- 
less the last man to belittle any kind of progress, and 
contemplated with a detached interest the temporary 
sweeping away of all his oral and pharyngeal work by the 
various forms of radiotherapy, accepting fully the propo- 
sition that 1f radiotherapy could apparently cure for the 
time being the far too numerous inoperable cases, might 
it not do the same for the operable ones? And might 
not the failures of radium disappear with increasing 
experience and knowledge? He made no further com- 
ment on his own work than to remark that owing to the 
introduction of radium it had never had a chance. His 
operations had not become established practice because 
few people other than his own assistants had ever learnt 
their underlying principles or their anatomical bases. 
Time has passed, and who would say to-day with confi- 
dence that radiotherapy has anything better to offer to a 
woman suffering from carcinoma of the hypopharynx 
than has a lateral pharyngotomy? 

From Horsley he caught an interest in the thyroid gland 
and in thyrotoxicosis, and from his election to the staff 
until his retirement he operated frequently on cases of 
Graves’s disease. Horsley and he were probably the 
pioneers in this country of this now popular operation. 

He became greatly absorbed in head injuries, and 
applied his original mind to the elucidation of their patho- 
logy. His work on concussion, though not at the present 
time accepted as a completely satisfactory explanation, 
has a closer correspondence to the symptomatology than 
any other supposition so far expressed, and forms part 
of a larger conception of the mode of production of 
symptoms in the central nervous system. It was elabor- 
ated in a way that was characteristic of Trotter’s thought, 
for he did not begin by making observations on damaged 
brains himself. He assembled the known main facts, 
and then from physical laws reconstructed in his mind 
what must happen to the brain in certain circumstances. 
He then compared the known clinical and pathological 
consequences with his deductions, and found a close 
correspondence. These views he expressed in an impor- 
tant article on the scalp, skull, and brain that appeared 
in Choyce’s System of Surgery. Since then he has made 
a number of contributions to the subject of cerebral and 
spinal injury, both major and minor, among which his 
paper on subdural haematoma in the British Journal of 
Surgery in 1914 established clearly the nature of the lesion. 

Neurological surgery presented another field whence 
success could sometimes be snatched from a morass of 
difficulty and confusion, and about this time he carried 
out with his assistant. Mr. Morriston Davies, and on their 
own limbs some work on the clinical evidences of peri- 
pheral nerve regeneration that has also stood the test of 
time and is now recognized at its true value in the sim- 
plicity and clarity of its conclusions. 

So passed the time until the outbreak of war, prior to 
which, in March, 1914, he had succeeded to the senior 
staff on the resignation of Mr. Bilton Pollard. It was 
early in the year 1914 that the present writer began to 
know him well, having the fortune to become his house- 
surgeon. As dressers we had regarded him with awe, 
though we admired with true reverence the perfection of 
his work. We agreed that he never made a mess of any- 
thing, big or small, and that when he was defeated, as he 
often was, it was because, as he frequently demonstrated, 
what in fact proved to constitute inoperability was not 
yet clear to him. It was thus with the patients presenting 
the syndrome of the malignant nasopharyngeal tumour, 
described by him and Dr. Wilfred Harris, in which disease 


he finally came to the conclusion that the existence of his 
syndrome in a case was an indication of its inoperability, 
though a far more formidable-lcoking tumour of the 
upper jaw or ethmoid might possibly be removed at 
operation with anatomical perfection. 

His teaching of general surgery at this time was a 
delight to hear: always concerned with principles, he 
would patiently talk to us and in questions try to get 
from us response to his stimulus. A flash of his famous 
lambent wit would usually show that he had failed, but 
he would then begin again and perhaps again, and he 
would not leave his subject until a light had dawned in 
our thick heads that we were being led patiently to some 
useful and practical conclusion. A thoughtful considera- 
tion with a practical deduction was his usual method, and 
never the one without the other when a patient's welfare 
was in question. There was no kind of patient whose 
trust and affection he did not immediately impound, and 
he would listen to long and irrelevant stories of their 
often trivial complaints with simple and sympathetic 
courtesy. It was true that the play of every kind of mind 
was his favourite study, and though we would sometimes 
draw the conclusion that from his point of vantage the 
differences between the clever and the stupid, the malevo- 
lent and the helpless. were relatively slight, this was not 
in fact the whole explanation of his attitude, in which an 
important factor was his own exquisite sensibility that 
made him unable to be outwardly discourteous to anyone. 
Fortunately he had no scruples when the object of his 
study was out of hearing. and his estimate of this particu- 
lar example of the human mind was usually forthcoming, 
delivered with a quiet but impish and by no means 
strait-laced humour. . 

During the war he did much important work in London 
for wounds of the head and spine, and also in response to 
official pressure found time to republish in book form his 
two articles on the herd instinct with further newly 
written chapters dealing partly with the applications of 
his theorem to the state of war. Some there were who, 
in the easier comprehension of the newer part, thought it 
was not the equal of the earlier, but his studies of the herd 
habits of wolves and his comparison with those of 
the German nation have an unpleasant truth for us 
to-day. It is no idle hope that his views on the disrup- 
tion of the wolf herd as an offensive body when an enemy 
herd is stronger may once mere indicate the essentials 
of the present situation in Europe. Trotter was rarely 
wrong. 

It was not until 1920 that return to London permitted 
the present writer to renew his acquaintance. Five years 
had made a great change. In 1914 he had been the pride 
of the small circle of our hospital, hardly known else- 
where except in certain professional and _ intellectual 
groups. In 1920 he was famous. He was the acknow- 
ledged authority on the subjects of malignant disease of 
the upper respiratory passages, of neurological surgery, 
and of the thyroid gland. He was the consultant that 
others would turn to when in doubt and his opinion was 
widely sought in difficulties of ail kinds ; he was skimming 
the cream of London practice. and in U.C.H. he was as 
near a god as man can be in that candid and critical 
institution. From now on his pre-eminence was assured 
in the world of surgery, but it was not his published 
writings that gave him place—though these were important 
and unique—it was just himself ; and it is probable that 
many doctors who trusted him implicitly had heard 
neither of the instincts of the herd nor of lateral 
pharyngotomy. 
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Honours came. The Council of the Royal College of 
Surgeons in 1924; the Royal Society in 193l—a signal 
honour for a surgeon ; Honorary Surgeon to His Majesty 
the King in 1932 and Serjeant Surgeon thereafter ; Presi- 
dent of the Association of Surgeons in 1932; the Gold 
Medal of the Royal Society of Medicine in 1938, and 
numerous honorary degrees. It is no secret that the 
Royal Society and the Royal College, of each of which 
he was vice-president, paid especial heed to his counsel ; 
but unfortunately about this time his health began alarm- 
ingly to fail, and one may say that for the rest of his life 
he preferred to perform only those public functions that 
he knew were the duty of one of his exceptional gifts. 
In 1932 he delivered the Hunterian Oration, taking as his 
subject “ The Commemoration of Great Men.” In this 
remarkable lecture he chose the theme that it would be 
better to help great men during their lives than to com- 
memorate their deaths, and for the rest of his life, and 
indeed for many years before this, he devoted much of 
his energies to helping younger men to succeed. The 
oration was in the best style of his maturity, its penetra- 
ting criticisms, its crystal wit, and the polished art of its 
wording affording his hearers a wondering momentary 
entry into the working of his mind and the originality and 
range of his thought. His choice of language on all such 
occasions, as in private conversation, was appropriate to 
the keenness of the matter, and, often modelled on the 
Scriptures, its Biblical simplicity gave him  epicurean 
pleasure. 

About this time he took the characteristic step of retir- 
ing from his private practice while retaining his appoint- 
ment at U.C.H. Having toyed with the idea for years, 
one day he said he would wait no longer, and from then 
on gave his whole time to his official duties, to his hospital 
and school. On the retirement of Professor Choyce in 
1935 he took over the professorship of surgery and the 
directorship of the Surgical Unit at U.C.H. In the two 
years left to him he set himself to train a number of for- 
tunate young men as he would have them trained. He 
spent his days stimulating their brains and teaching them 
from his experience, passing heurs and hours in the theatre 
watching them operate and giving counsel. No one was 
ever more acutely bored by the trivial in surgery, as in 
everything else, and it was the mark of a great man that 
Wilfred Trotter should spend his now failing health over 
what he knew was trivial neither to his patients nor to his 
assistants. 

At the end of 1928 he had with Sir Hugh Rigby earned 
the national gratitude for his surgical care in bringing his 
late Majesty King George V through his desperate illness, 
and though his Royal patient pressed him personally to 
accept an honour, he characteristically declined this mark 
of gratitude, preferring to remain one singled out from 
others by his attainments only. 

In this sketch of his professional life claims to a remark- 
able pre-eminence have been made, and it would not be 
fitting if no short indication were given of how he did 
his work. There have been many great surgeons who 
have each placed themselves at the head of a group of 
assistants and who have achieved their important results 
by elaborating technique and by governing the smooth 
working of what in these days are called their teams. 
Such men have often stressed their technique as the cause, 
and the statistical estimations of their results as the justifi- 
Cation, of their success. Not so Trotter, who saw in the 
Post-war elaboration of technique the danger that the 
essentials might be forgotten in devotion to the smooth 
working of the machine, and in the modern passion for 


“ statistical research” the obliteration of the individual, 
the neglect of consideration of the extent to which each 
several sufferer might be benefited by treatment, in- 
estimable in his opinion by any percentage figures. 


His method was to do his own personal very best for 
a few patients, and in his private practice the real care 
of patients was where the responsibility was, even to the 
doing of dressings and the removal of stitches, which 
services he performed himself knowing that no gentler 
hands were ever given to a surgeon. In operating there 
was no elaboration of material and hardly a_ special 
instrument, so that some have been known to conclude 
that his technique was poor. In fact nothing was further 
from the truth. His effortless skill was perfection and 
needed no apparatus to show it off, his temperature charts 
the despairing envy of his juniors. A pharyngeal growth 
would present itself to him in the middle of his wound 
apparently of its own volition as would a spinal tumour. 
In his early days he would plate fractures with restoration 
to an anatomical and functional perfect normal so that 
we thought then that finality had been reached in fracture 
management. His secret was that to every case he applied 
his brains anew, and later, if necessary, a skill so gentle 
and so great that it sometimes escaped attention. 


Reference has been made to Trotter’s health, which, 
never robust, had since 1925 caused anxiety to many in 
his own circle, more especially as his attitude regarding 
his personal concerns was one of the closest reserve. 
It is now breaking no confidence to say that during the 
closing years of his greatest professional activity and 
ever after he suffered pain and unending discomfort with 
an unbroken fortitude that was true to type. Yet as 
recently as this last summer he kept an engagement to 
address the students of St. Mary’s Hospital, in words 
that might have been intended for the Royal Society. 


In attempting a memoir of a figure of his international, 
philosophical, and surgical importance the writer feels his 
inadequacy, but has taken courage from Trotter’s own 
Hunterian Oration— The commemoration of great men 
is of less importance than their living recognition.” If 
our time has produced no Bossuet for Trotter, it did not 
fail to appraise him during his life, for the worth of few 
men has been more justly estimated during life. So we 
will end with the thought, not that we have justified the 
claim of our opening paragraph that he was the greatest 
surgeon of the century, but that since surgical, philo- 
sophical, and intellectual worlds have long recognized its 
justice, we have our great man’s own authority for 
believing that these hasty sentences are a matter of little 
importance. 

[The photograph reproduced is by Russell, London.] 


Dr. Davip Eimppon Parry died on October 3 after four 
months of illness at the early age of 28. He received his 
education at Brecon College and St. Mary’s Hospital. In 1936 
he obtained the diplomas M.R.C.S., L.R.C.P., and graduated 
M.B., B.S. He was a fine rugby and cricket player; he was 
captain of the Brecon College Rugby XV and _ vice-captain 
of the cricket team. He was captain of the St. Mary’s Rugby 
XV during its cup-winning season 1936-7. After qualifying 
he held the post of resident medical officer at the Brighton 
Fever Hospital and Sanatorium, and last February took up 
the appointment of assistant medical officer of health for 
Carmarthenshire, having obtained the D.P.H. in 1938. His 
sadly premature death is deeply regretted by many professional 
and athletic colleagues and friends. Dr. Parry was a member 
of the British Medical Association, and jointly reported on a 
case of sulphanilamide poisoning which was published in the 
British Medical Journal on September 9, 1939. 
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C. J. BOND, C.M.G., F.R.CS. 


Consulting Surgeon, Leicester Royal Infirmary 


We regret to announce the death on November 23 at his 
home in Leicester of Mr. Charles John Bond. Born on 
October 27, 1856, the son of George Bond of Bittesby, 
Leicestershire, he was educated at Repton School. After 
a year or so in agriculture he entered as a pupil at the 
Leicester Royal Infirmary early in 1875, and in October of 
that year became a medical student at University College, 
London, where later he served as assistant demonstrator 
of anatomy and won gold medals in physiology and 
anatomy and silver medals in surgery, midwifery, and 
medical jurisprudence. Having qualified in 1879, he went 
to the Bedford General Infirmary as house-surgeon. He 
obtained the F.R.C.S.Eng. in 1882, and returned to the 
Leicester Royal Infirmary as resident house-surgeon ; in 
1886 he was appointed honorary surgeon. On retiring 
from the active staff in 
1912 he was elected con- 
sulting surgeon and a vice- 
president of the hospital ; 
in the following year he 
served as vice-chairman of 
the board of governors, 
and from 1925 to 1932 as 
chairman of the drug 
and medical stores commit- 
tee. For years’ he 
presided over the Literary 
and Philosophical Society 
of Leicester, which made 
him a life vice-president. 
He served on the Leicester 
City Council for two 
years, and for seven 
years on the Leicester Health Insurance Committee, and in 
1925 received the Freedom of the City. He opened the 
new operating theatres at the Royal Infirmary in 1929, and 
to a large audience related experiences of the days before 
antiseptic surgery. It was he who, with Sir Charles 
Marriott, had introduced aseptic methods at the hospital. 
Other offices held by Mr. Bond were those of vice-presi- 
dent of the Leicestershire and Rutland University College, 
president of the Leicester Medical Society, and vice- 
chairman of the Medical Consultative Council of the 
Ministry of Health. He had been a member of the 
Departmental Committees on the Cause and Prevention 
of Blindness and on Cancer, and chairman of the Industrial 
Fatigue Research Council. He was also a member of 
Lord Trevethin’s Committee on the Prevention of Venereal 
Disease, a past-president of the Society for the Study of 
Inebriety, and an original member of the Sociological 
Society and the Eugenics Society. The British Association 
honoured him with life membership, and he was elected a 
Fellow of University College, London, in 1924. During 
the last war he represented the Medical Research Council 
on the Inter-Allied Commission: on the Treatment of War 
Wounds, which met in Paris; he was consulting surgeon 
to the Northern Command with the rank of honorary 
colonel A.M.S., was twice mentioned in dispatches, and 
created C.M.G. in 1917. 

Mr. Bond joined the British Medical Association in 
1881, and at the Annual Meeting of 1905 gave the Address 
in Surgery on “ Septic Peritonitis.” In 1924 he was vice- 
president of the Section of Medical Sociology, and presi- 
dent in 1926. He gave the William Withering Lecture 
before the University of Birmingham in 1932, taking as his 
subject “ Human Biology.” 


Dr. Astley V. Clarke writes: 


The passing of Mr. C. J. Bond at the ripe age of 83 removes 
from Leicester probably the best known and the most respected 
citizen of the last half-century. Probably, also, his was the 
best-known Leicester name of his time in England and beyond 
its shores. 

His life can be regarded in three parts: the beginning as 
a farmer; the professional life as a medical practitioner and 
surgeon ; and the full scientific life after he retired from active 
work on the Leicester Royal Infirmary honorary staff. The 
farmer stage was before my time, as also, of course, the 
period of his student days, during which he formed a great 
and lasting friendship with Victor Horsley, but 1 do remember 
him being house-surgeon at the Leicester Infirmary in 1882. 
These were the days of the sudden expansion of the fields 
of surgery, and Mr. Bond became known as a pioneer of the 
new aseptic technique. Not only did he become well known 
for his surgical skill, but in his personal manner towards his 
patients he endeared himself to everybody. In those days 
before telephones and motor cars he had many years of 
intensely hard work: driving and by train, trying to get 
somehow to the many and distant calls on his professional 
services, for he covered a large area. In these days, too, he 
spirit of research in him kept him always investigating and 
investigating into scientific phenomena. 

When the British Medical Association met in Leicester in 
1905 he was president of the surgical section and established 
for himself a fame in surgery far and wide by his presidential 
address on a subject which he had been able to investigate 
in connexion with his surgical operations. He always intended 
to retire from his active practice so that he could have more 
time to devote to research. and so in 1912 he gave up private 
practice, continuing only his hospital work for a year or 
two longer. Then he went to Australia in 1914 and returned 
to find that England was at war. He offered his services as 
consulting surgeon and devoted himself immediately to opera- 
ting on recruits at the Royal Infirmary who had hernia or 
other recoverable conditions which prevented them from being 
accepted for service. During the great war he made several 
Visits to France in a consultative surgical, capacity, and by 
his knowledge so acquired he assisted those in Leicester who 
were doing the military surgery and inspired them in the use 
of new techniques. He was invited to serve on Lord Dawson’s 
committee which was set up to consider hospital conditions in 
England and to make suggestions for a model scheme for 
hospitals and auxiliary hospitals. This brought him in contact 
with all branches of the profession. 


Mr. Bond took a keen and active part in the starting of 
the University College immediately after the war was over. 
He was a generous benefactor, but his advice and encourage- 
ment to that scheme were of supreme value to it. As a 
member of the College Council he has continued assiduously 
in his attendances and has given much time to seeing into the 
details of the work also. Asa city councillor for three years— 
as an Independent—he gave valuable help in the reforming 
of the isolation hospital when Alderman Wilford was chair- 
man of the Health Committee ; as a scientist of national repute 
his work in eugenics and heredity has been his chief hobby, 
and he enhanced his fame by his rearing of cocks and hens 
to study breeding phenomena. This attracted many scientists 
to visit him and his breeding houses in his garden in Leicester. 
In every intellectual sphere in Leicester he was deeply interested 
and helpful. He plaved a prominent part when the British 
Association met here recently. Leicester honoured him and 
itself when he was made an Honorary Freeman. His kindly 
disposition endeared him to all, and Leicester mourns his 
end, for he has been a wise counsellor and a great inspirer 
for the generations which have only been too ready to learn 
from him. His full and varied life and accomplishments ‘vill 
for long be a treasured memory. not only by the medical 
profession but also by the many activities for social better- 
ment of the citizens to which he has been a trusted friend. 


Dr. C. Killick Millard writes: 
By the death of C. J. Bond the city of Leicester has lost its 
most distinguished and most beloved citizen. I enjoyed the 
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great privilege of his friendship for very many years. I was 
associated with him for some years on the Leicester branch 
of the National Council for Combating Venereal Disease, of 
which he was chairman and I honorary secretary. We were 
also associated in a similar relationship on the Leicester 
Cancer Committee ; and for the last five years of his long 
and useful life we were still more closely associated in con- 
nexion with the Voluntary Euthanasia Legalization Society, 
which we founded together, he being chairman of the executive 
committee from the outset. 

Others will testify to his work as a brilliant operating 
surgeon, and to his many and important contributions to 
science; also to his great and practical interest in many 
forms of public and social work ; so in this brief note | will 
confine myself to a reference to his personal character. Few 
men can have been more loved and respected by his friends. 
Utterly unselfish in all that he did, scrupulously conscientious 
in everything he undertook, he was the very essence of courtesy, 
kindliness, and consideration for others. The dominant 
guiding principle of his life was love of his fellow men— 
how best he could serve humanity—and he devoted himself 
unsparingly to this object. He possessed true nobility of 
character to a quite exceptional degree. He carried modesty 
regarding his own achievements almost to an extreme, and 
but for this he could doubtless, had he wished it, have occupied 
an even more prominent position in the scientific world than 
he did. In spite of his advanced years his mind was keen and 
alert almost to the very end, and he maintained his interest in 
the many and varied lines of work in which he had been 
engaged. But in the later years of his life I think it may be 
said that one of his chief interests was voluntary euthanasia, 
and he had the satisfaction of seeing the movement for its 
legalization, which he had done so much to promote, 
thoroughly established and meeting with steadily increasing 
support. 


NAUGHTON DUNN, M.A., M.B., LL.D. 


Honorary Surgeon, Royal Cripples’ Hospital, Birmingham; 
Surgical Director, Robert Jones and Agnes Hunt Ortho- 
paedic Hospital, Oswestry; Lecturer in Orthopaedics, 
University of Birmingham 
We regret to announce the death on November 19 at 
Dolgelly of Mr. Naughton Dunn of Birmingham, one of 
the most distinguished exponents of orthopaedic surgery 
in this country and at the 
time of his death president 
of the British Orthopaedic 
Association. Mr. Dunn was 
a member of the Orthopaedic 
Group Committee of the 
British Medical Association, 
and he had acted as _ vice- 
president of the Section of 
Orthopaedics at the Annual 
Meeting of the Association 

in 1925. 

Naughton Dunn was born 
in Aberdeen in 1884 and 
was educated in the grammar 
school and university of that 
city, graduating in medicine 
in 1909. In 1910 he went 
to Liverpool to take up the post of house-surgeon to 
Robert Jones at the Royal Southern Hospital, and soon 
found that orthopaedics was his true vocation. From 
the Southern Hospital he went to that famous home of 
orthopaedics—1I1, Nelson Street—as one of Robert Jones’s 
Private assistants, and during that time acted as assistant 
demonstrator of anatomy in Liverpool University. In 1913 
an opportunity of establishing himself as an orthopaedic 
surgeon in Birmingham was brought to his notice. On the 
recommendation of his chief he was appointed surgeon to 


the Birmingham Cripples’ Union, and he left Liverpool well 
versed in the principles and practice of the school of ortho- 
paedics founded by Hugh Owen Thomas and Robert Jones. 
The new venture was soon to be interrupted by the war of 
1914-18, and for the first two years Naughton Dunn 
served in the R.A.M.C. in the Eastern Mediterranean. 
He returned home after a severe attack of dysentery, to 
find Robert Jones at the head of the Military Orthopaedic 
Department of the War Office and engaged in establishing 
an orthopaedic centre at the Shepherd’s Bush Hospital, 
London. Dunn became one of the original members of 
the staff of this great hospital, and later was transferred 
to Birmingham to take charge of the military orthopaedic 
centre there. After the war he used his exceptional 
training and experience in the development of orthopaedic 
schemes in the Midlands. He built up a large consulting 
practice and began to attract as pupils and assistants a 
succession of young men who found in him the qualities 
of leadership. His pre-eminence in his specialty led to 
his appointment by the University of Birmingham as 
lecturer in orthopaedics. Among the many hospitals 
which sought his services three became the main objectives 
of his life work—the Woodlands Hospital in Birmingham, 
the Warwickshire Orthopaedic Hospital at Coleshill, and, 
after the death of Sir Robert Jones, the Robert Jones 
and Agnes Hunt Orthopaedic Hospital, Oswestry. 

Naughton Dunn was one of the original members of 
the British Orthopaedic Asscciation and for a number of 
years served on the executive committee, finally becoming 
president in 1938. He also held the office of president 
of the Orthopaedic Section of the Royal Society of 
Medicine, and became a corresponding member of the 
American, French, and Australian Orthopaedic Associa- 
tions. The honour which he valued most of all was 
the degree of LL.D. conferred on him by his own univer- 
sity in 1937. During the years which followed the last 
war he maintained a steady output of contributions to 
surgical literature on practical and clinical aspects of 
orthopaedic surgery. His most notable contribution, 
which brought him an international reputation, was his 
work on the operative treatment of paralytic deformities 
of the foot. 

“N. D.,” the name by which he was affectionately 
known to his pupils, was an outstanding personage in the 
profession of medicine in this country. He had a genius 
for creating friendships among both his contemporaries 
and his juniors, and as a host he was unrivalled. His 
white hair, rugged countenance, and twinkling smile made 
him a conspicuous figure in all gatherings of orthopaedic 
surgeons at home and abroad. On first acquaintance he 
created the impression that he lived only in the present, 
so leisurely and deliberate were many of his activities. 
But behind a singularly attractive personality there was 
a keen and critical mind which enabled him always to 
see several moves ahead in matters of important policy. 
His death in the prime of life leaves a gap in the ranks 
of British orthopaedic surgeons which cannot easily be 
filled, and he will be affectionately remembered by a great 
number of colleagues in the United States and the 
Dominions. 


Dame Agnes Hunt, D.B.E., R.R.C., writes from the Robert 
Jones and Agnes Hunt Orthopaedic Hospital, Oswestry: 


The hospital, training college, and after-care mourn the 
death of Naughton Dunn, senior surgeon of the hospital and 
loyal pupil of the late Robert Jones. Very many of the past 
and present patients of this great hospital have cause to love 
his name, I among them. Never a strong man, he made light 
of his ailments ; even when the dread disease from which he 
died had fastened its grim tentacles upon him he still came to 
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minister to us, forgetting his own pain and weakness in order 
to help us who were not nearly as ill as he was. To Naughton 
Dunn’s love and loyalty to the hospital we owe very much. 
He never missed an opportunity of speaking well of our 
scheme and interesting people in the hospital and in the various 
branches of its work. But perhaps the greatest work he did 
for crippled humanity was by passing on Robert Jones's 
teaching to younger orthopaedic surgeons, training them in the 
work he loved so well. 


{The photograph reproduced is by Elliott and Fry, Ltd.] 


Dr. F. Hernaman-Johnson (London) writes: I should like 
to add my tribute to the memory of Dr HENRY AUGUSTUS 
Eitis. We were colleagues on the staff of the Margaret Street 
Hospital for Diseases of the Chest for twenty years. A mutual 
friend once remarked to me, “ None of us was ever as young 
as Ellis; none of us will ever be as old as Ellis.” This was 
indeed a true saying, for Ellis combined an extraordinary 
freshness of outlook with the wisdom of an elder statesman. 
Coming to London when he was nearly 60 he performed the 
remarkable feat of establishing within a few years a quite 
considerable consulting practice. His therapeutic methods so 
far as they applied to the body were original and often 
successful ; but he was also a master in alJ that pertains to the 
action of mind on body. He did not confine himself to the 
usual case history, but induced patients to tell him their 
intimate thoughts and feelings. I have known many instances 
in which his sympathy and understanding turned despair 
into success. Ellis never spared himself, either mentally or 
physically. His medical friends believe that his experiments 
on himself with strange drugs laid the foundation of the cardiac 
weakness to which he ultimately succumbed. 


Dr. WaLTeER GRAHAM REYNOLDs, who died at Chatham on 
November 16 at the age of 53, was educated at Marlborough 
College and in Switzerland, and studied medicine at St. 
Mary’s Hospital, qualifying M.R.C.S.. L.R.C.P. in 1912. He 
then held three house appointments in succession at St. Mary’s, 
and after the war worked as clinical assistant at the Samaritan 
Hospital for Women. In 1921 he went out to China and 
was appointed visiting surgeon te the Canton Hospital, medi- 
cal officer to H.B.M. Consul-General, port medical officer for 
Canton and to the Chinese Maritime Customs and Postal 
Service. “H. A. B.” writes: Dr. Graham Reynolds had been 
aware for some months that his iife could not be of long 
duration, but with exceptional courage and cheerfulness he 
had carried on, hiding from all except his intimate friends 
the knowledge that must have been ever present with him. 
On the staff of the Canton Hospital he did much good surgical 
work. His kindly and generous treatment of the various 
missionaries with whom he came in contact brought him the 
grateful thanks of the Bishop of Hong Kong when the time 
came for him to leave the East. He also received the thanks 
of the Consul-General for his work in connexion with the 
British Concession. In 1930 he came to Chatham, where he 
soon established for himself a position of reliability and affec- 
tion, not only among his own patients but also with his 
brother practitioners; and was until recently chairman of the 
local Division of the British Medical Association. Outspoken 
perhaps, but full of kindliness, he was ever willing to lend a 
friendly hand to all and sundry, and his integrity was un- 
alloyed. Well may it be said of him, “ He loved his fellow 
men.” 


Dr. CHARLES JOHN CappicK died suddenly at Nakuru, 
Kenya Colony, on November 10, aged 65. He was born in 
1874, the second son of Mr. Alfred Caddick of West Brom- 
wich, and educated at Edinburgh University, where he gradu- 
ated as M.B. and C.M. in 1897. also taking the F.R.C.S.Ed. 
in 1902, the D.P.H.Cantab. in 1904, and the D.T.M. of 
the London Colleges in 1920. He served in the South African 
War of 1899-}902 as surgeon to the Imperial Yeomanry 
Hospital, and in the war of 1914-18 with the rank of major 
in the R.A.M.C.T.; and afterwards in the Colonial Medical 
Service in Kenya. He had also been consulting surgeon to the 
Walsall General Hospital. He joined the British Medical 
Association in 1898, over forty years ago. 


Universities and Colleges 


UNIVERSITY OF OXFORD 


At a Congregation held on November 25 the degree of 
Bachelor of Medicine (B.M.) was conferred on J. N. Macdonald, 


UNIVERSITY OF CAMBRIDGE 
Committee for Medical Radiology and Electrology 


The Faculty Board of Medicine has appointed Dr. G. §. 
Graham-Smith, Dr. G. H. Orton, Dr. Ff. Roberts, Dr. F. G. 
Spear, Mr. G. Stead, Mr. R. Williamson, Dr. P. J. Kerley, Dr. 
W. P. Philip, Dr. Russell J. Reynolds, and Professor Sidney 
Russ to be members of the Committee for Medical Radiology 
and Electrology for the year 1940. The report of the Com- 
mittee for the year 1938-9 has been published in the University 
Reporter of November 21. This recalls that at the end of 
September, 1938. the university lectureship in physics as 
applied to medical radiology tecame vacant by the resigna- 
tion of Mr. Stead. It was decided not to appoint a new 
lecturer and to discontinue diploma teaching in Cambridge. 
As in previous years. courses in physics were given in London 
at the Middlesex Hospital Medical School and at King’s 
College. Lectures in radiology, electrology, and pathology 
were given at the British Institute of Radiology, and clinical 
instruction was provided in the radiological departments of 
various hospitals. 


Medical Examinations in War Time 


In Congregation on November 24 it was resolved that 
students otherwise qualified to present themselves for the first 
oi second part of the Final M.B. Examination in December, 
1939, whose evidence of medical and surgical practice with 
clinical instruction falls short by not more than three months 
of that required by Regulation 30 (¢) or 32 (a) for the M.B., 
B.Ch. degrees. may nevertheless present themselves for that 
examination if their candidature shall have been approved by 
the Facuity Board of Medicine. (The Faculty Board will 
satisfy themselves that candidates who seek this temporary 
concession have been prevented from completing the last 
three months of their clinical instruction by circumstances 
arising from the war and. for no other reason.) It was 
further resolved that students other than those covered by the 
above provision who wish to present themselves for the first 
or second part of the Final M.B. during the present academi- 
cal year, but are unable to produce all the evidence required 
by Regulation 30 or 32, may nevertheless present themselves 
for examination if their candidature shall have been approved 
by the Faculty Board, provided that they shall not be allowed 
to proceed to those degrees until they have produced the 
evidence required by those regulations. (Certain candidates 
may have difficulty in obtaining such facilities for instruction 
and practice as would justify their being granted the necessary 
certificates, although sufficient instruction to justify their can- 
didature may be available. The Faculty Board have under- 
taken to satisfy themselves that candidates who seek this con- 
cession have been prevented from obtaining the necessary 
evidence by circumstances arising from the war and for no 
other reason.) In accordance with a further recommendation 
of the Faculty Board. a student may be allowed to take both 
parts of the Final M.B. in his eighteenth term, inclusive (not 
exclusive) of his first term of residence. and to take either part 
in his sixteenth term, inclusive (not exclusive) of his first term. 

Additional qualifying examinations in anatomy and in 
physiology will be held in December, 1939, and in March, 
1940, and additional examinations in pharmacology in Decem- 
ber, 1939, and in June, 1940, the dates to be fixed by the 
Board of Examinations. 


At a Congregation on November 24 the following medical 
degrees were conferred: 

M.D.—J. C. F. Lloyd-Williamson. 

M.B., B.CuHir.—*J. Aspin, C. P. Petch. 


M.B.—*J. W. Landells. 
* By proxy. 


ROYAL COLLEGE OF PHYSICIANS OF LONDON 


The Harveian Oration (postponed from St. Luke’s Day) will 
be delivered by Dr. R. A. Young on Friday, December 15, 
at 2.30 p.m., in the large Library of the College. 
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Medical Notes in Parliament 


Before Parliament was prorogued on November 23 the Royal 
Assent was given to the Official Secrets Act and the Restriction 
of Advertisement (War Risks Insurance) Act. Prorogation 
ended a session which began on November 8, 1938. 

The Speech from the Throne with which the King opened 
a new session of Parliament on November 28 announced that 
measures would be submitted such as seemed necessary for the 
welfare of the people as well as for the prosecution of the war. 

Mr. CHAMBERLAIN intimated on November 28 that he would 
bring in a Bill to suspend the operation of certain Acts of 
Parliament. One of these is the Collecting Charities Act, due 
to take effect on December 1. 

Mr. W. S. Morrison announced on November 28 that the 
rationing of bacon and butter would begin on January 8 at 
the rate of 4 oz. a week of each commodity for each indi- 
vidual consumer. Consumers were asked to restrict purchases 
of sugar to 1 lb. per head per week, though sugar was not 
included in the rationing scheme. 


Reorganization of the E.M.S, 


Dr. EL.iot, replying to Dr. Howitt on November 23, said 
he had agreed with the representative committee of the 
medical profession upon a scheme which would enable 
specialists at present employed whole-time in the Emergency 
Medical Service to engage in other work, whether in general 
hospitals or in private practice [see Supplement, November 
25, p. 225]. Under the scheme there would be attached 
to certain hospitals part-time specialists and consultants at 
a salary of £500 a year. This salary would cover not only 
the part-time work required at present, but any additional 
work appropriate to the grade which might be required in 
air attack conditions. His agreement with the committee 
also secured that arrangements for providing medical services 
of all kinds for casualties should be adapted to varying types 
of hospitals, so that there might be the minimum interference 
with the ordinary medical work of the hospitals. 

Dr. Howirr asked if Dr. Elliot would arrange for an ade- 
quate return of nurses and hospital almoners. Dr. ELLiot 
said he trusted that as the work of the central hospitals 
extended the return of adequate staff would be secured. 

Dr. Ettior informed Sir Ernest Graham-Little that the 
afrangements announced to Dr. Howitt for transfer of con- 
sultants and specialists from whole-time to part-time service 
Were open to these classes notwithstanding that they might 
have accepted the part-time agreement hitherto in operation. 
Sir ERNEST urged the transfer of members of the voluntary 
staffs of hespitals to the new scheme in view of the urgent 
need for providing teachers for the medical students returning 
to London schools in increasing numbers. He reminded Dr. 
Elliot that in 1938 there were over 10,000,000 attendances in 
the out-patient departments of the hospitals, and asserted 
that all this service was in abeyance in the London area. It 
was impossible to conduct out-patient departments without the 
honorary staff, which could not be properly replaced by 
junior and inexperienced officers. 

Dr. ELtiot said he would certainly bear in mind the need 
for getting teachers for the medical students, but he could 
Not accept the suggestion that the out-patient services had 
been in abeyance at London hospitals for ten weeks. This 
Was at variance with information supplied to him by London 
hospitals. To suggest the service was in abeyance discouraged 
people from applying, which was undesirable. He agreed 
that the higher the medical skill obtained by the out-patient 
departments the better. 

Answering Sir Percy Harris, Dr. ELtiot said the basis of 
employment in the Emergency Medical Service of house 
Officers was at the outset £350 per annum, normally on a 
three-months contract, plus board and lodgings or an allow- 
ance in lieu. This flat rate was somewhat in excess of the 
tates paid by voluntary hospitals, which varied widely accord- 
ing to the type of hospital. It had not been agreed with the 


advisory committee that no further individual enrolments 
should be made of house officers in the Emergency Medical 
Service, but that hospitals should receive a payment equiva- 
lent to £200 per annum for each of their house officers 
required for whole-time work under the Emergency Hospital 
Scheme. The precise allocation of this payment would be a 
matter for the hospital authorities. Sir Percy Harris asked 
for an assurance that Dr. Elliot was doing nothing to under- 
mine the great London voluntary hospitals. Dr. ELtior 
answered that he could give this assurance. The Government 
was working in the closest consultation with the voluntary 
hospitals. 
ORIGIN OF LONDON HOSPITALS SCHEME 


In a reply to Mr. de Rothschild Dr. Ettior said the war- 
time hospital problem had been first examined by a commit- 
tee of distinguished medical men and of others representing 
the hospitals under the chairmanship of Sir Charles Wilson. 
Making full use of this committee’s advice, the present scheme 
was worked out by the Ministry of Health under the authority 
of Section 50 of the Civil Defence Act. The Ministry had 
frequent consultations, formal and informal, with the hospital 
authorities, whose views throughout had been fully taken 
into account. He had arranged to meet specially those re- 
sponsible for the administration of the hospitals. The group 
officers appointed to take charge of the hospital sectors into 
which London and the Home Counties were divided were 
chosen as representing the voluntary hospitals in the London 
sectors, On account not only of their professional distinction 
but also other administrative experience at the teaching hos- 
pitals. Their duties, in general, were to supervise the work- 
ing of the emergency medical arrangements in their sectors. 
After due consultation these officers were appointed by the 
hospitals themselves. 

Sir Ernest GRAHAM-LITTLE intervened to assert that the 
selection was not made either by the medical committees or 
by the governing bodies of the hospitals. He asked Dr. 
Elliot to take what measures he could to modify the selections. 

Replying further to Mr. de Rothschild, Dr. ELLior said the 
hospitals in the London region which had been increased in 
staff and equipment under the Emergency Hospital Scheme 
were mainly municipal, because such hospitals had to be 
sought in the outer part of the region where were compara- 
tively few voluntary hospitals capable of expansion. All the 
voluntary hospitals in the outer area which were capable of 
satisfactory expansion had been expanded. The majority of 
hospitals inside the county of London, whether voluntary or 
municipal, had been reduced in staff and equipment. Answer- 
ing Mr. Isaacs, Dr. Er_tior said the majority of the sector 
hospitals were adequately provided for the number of patients 
which they were intended to receive, but in several of them 
the equipment and organization required further improve- 
ment. To that end he was using the present period of 
quiescence. 

Dr. Evtiot further told Mr. Graham White that so far as 
might be the war-time organization of hospitals in the London 
sectors was of a character to enable medical officers to be 
liberated from financial and general administration and to 
concentrate on arrangements for treatment of patients. It 
was not possible to separate medical officers entirely from 
general administration. 


Payment for Medical Care of Unaccompanied Children 


Dr. ELtior said on November 16, in reply to Mr. Groves, 
that funds available for the medical attendance and treatment 
of unaccompanied children in reception areas would be distri- 
buted between the reception areas on the basis of returns 
showing the number of such children in each area. The 
local fund would be distributed to practitioners in accordance 
with a scheme prepared by the local emergency committee of 
the area. The schemes might provide for payments to be 
made to practitioners on such basis, whether capitation or 
attendance, as might be found convenient. The basis most 
commonly adopted was that of distribution in proportion to 
the number of children actually treated by the doctor during 
the period, irrespective of the number of attendances given. 
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MEDICAL NEWS 
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Medicines in the Dark 


On November 21 Mr. Davip Apams asked the Home Secre- 
tary if he would permit chemists, doctors, dispensaries, and 
other persons or institutions connected with the health services 
to display a distinctive blue-lighted sign at night, both to 
enable people returning from work to get medical attention 
or to have prescriptions dispensed, and to ensure the provision 
of first-aid facilities for casualties in the event of air raids. 
Mr. Magsane said that the Home Secretary was arranging to 
permit the use of an illuminated sign in shops, including 
chemists. Hospitals and first-aid posts were already author- 
ized to use night signs. He had received no representations 
that a similar concession should be made to doctor». 


Medical Examination in Silicosis Cases.—On November 14 Mr. 
Jackson asked the Minister of Health if he would cause instruc- 
tions to be issued to approved societies to submit miners suffering 
from silicosis to a preliminary examination by the regional medical 
officers betore their cases were submitted to the Home Office 
Medical Board, in view of the instructions in Circular A.S. 322. 
Dr. Etviot said that from paragraph 47 of the circular it would 
be seen that approved societies had already been informed that 
as a consequence of the suspension of the regional medical service 
the Silicosis Medical Board had been instructed that for the present 
they might entertain applications from workmen on payment of the 
reduced fee of 30s., if a certificate was produced from a qualified 
medical practitioner indicating that the workman was, or might 
reasonably be suspected to be, suffering from silicosis. 


Unemployed Nurses.—-Dr. Elliot has received representations that 
trained nurses are out of employment because certain public health 
and other hospital authorities had dispensed with temporary nurses. 
He does not think the unemployment extends to the permanent staffs 
of hospitals. The responsibility for staffing rests with the hospital 
authorities. No substantial number of nursing auxiliaries are 
undertaking hospital work 


Medical News 


We are asked to announce that the January meeting of the 
Pathological Society of Great Britain and Ireland will be 
held on January 12, 1940, in the Department of Pathology 
at Cambridge, and not at Guy's Hospital. 

A meeting of the Medical Society of Individual Psychology 
will be held at 11, Chandos Street, W.1, on Thursday, 
December 14, at 2.30 p.m. A paper will be read by Dr. 
H. Crichton-Miller on “ National Emergency: Discipline and 
Leadership.” 


On the proposal of Dr. H. Vincent the Académie de 
Médecine at its meeting on October 3 unanimously expressed 
the desire that the sale and consumption of absinthe or its 
substitutes should be rigorously prohibited to the civil popu- 
lation and army in France, its Colonies and Protectorates. 


A memorial service for Dr. Jane Walker, C.H., was held at 
St. Barnabas’s Chapel, East Anglian Sanatorium, Nayland, 
on November 17, the first anniversary of her death. 


The twenty-fifth anniversary of the foundation of the 
Kitasato Institute for Infectious Diseases was celebrated on 
November 5 at the Institute, Shiba, Tokio. 

Dr. Wilder Penfield, director of the Montreal Neurological 
Institute, has been elected President of the Royal College of 
Physicians and Surgeons of Canada. 

La Presse Thermale et Climatique, which had _ hitherto 
been published twice a month, is now appearing once a 
month ; and Le Progrés Médical, which appeared weekly, is 
coming out fortnightly. The weekly journal the Gazette 
Hebdomadaire des Sciences Médicales de Bordeaux has been 
temporarily suspended. The last issue, which is that of Sep- 
tember, contains the index only for the thirty-six numbers 
which have appeared in 1939. 

The London Gazette of November 10 announces the 
voluntary liquidation of the British Health Resorts Association, 
following a decision taken at an extraordinary meeting of the 
company held at 28, Portland Place, W.1, on October 25. 


Owing to the arrival of a large number of refugees in 
certain areas the French Minister of Public Health has re- 
organized the health services under the following authorities: 
Bezancon (tuberculosis), Roussy (cancer), Couvelaire 
(maternity), Nolécourt and Lesné (protection of children), 
Lévy-Bing (venereal disease), ana Dujarric de la_ Riviére 
(public health). 


EPIDEMIOLOGICAL NOTES 


Infectious Diseases for the Week 


Moderate increases in the incidence of scarlet fever, diphtheria, 
and pneumonia were recorded for the week in England and 
Wales, but in Scotland, Northern Ireland, and Eire changes 
were only slight; in some instances decreases were noted, 
The notifications of measles and whooping-cough in the current 
week are not comparable to those in the previous week, when 
the figures only applied to part of the week. 


Memorandum on Influenza 


That the rise in the prevalence of pneumonia (primary 
and influenzal) is chiefly due to an increase in influenza is 
suggested by the increasing number of deaths ascribed to 
influenza in the last four weeks. 

In February, 1919, during the great influenza pandemic 
which surpassed all its predecessors in severity, the Local 
Government Board drew up a memorandum on the prevention 
of influenza. A few months later the Local Government 
Board became merged in the newly created Ministry of Health, 
and in the following December the Ministry issued to sanitary 
authorities a revised version of the memorandum. Early in 
1927 a third edition was prepared, and now a further revision 
has been undertaken.’ In its present form the memorandum 
is shorter than its predecessors, and the text has largely been 
rewritten. It is timely in its appearance. General epidemio- 
logical observations on influenza and influenzal pneumonia are 
followed by diagnostic hints on its early recognition and 
differentiation from colds and febrile catarrhs and by  sug- 
gested measures for prophylaxis and personal protection. 
Gargles and masks are regarded as of doubtful efficacy, and 
bacterial vaccines may be employed if there is known liability 
to attack or to pulmonary complications. No mention is made 
of the employment of the virus isolated by Andrewes and his 
co-workers in the preparation of prophylactic vaccine. The 
need for immediate isolation of patients in bed and the value 
of good nursing and medical care are properly stressed under 
the treatment section. 


Memorandum on Typhoid 


The Ministry of Health has also issued a memorandum on 
typhoid fever.” After a historical note matters connected with 
dissemination and modes of infection and control are discussed: 
briefly but adequately. During the past fifteen years, in forty 
outbreaks of typhotd and paratyphoid fever in which there 
were definite grounds for a decision, the vehicle of infection 
was found to be water in eleven instances, milk in twelve, 
and other foods in seventeen. It is significant that none of 
the milks in the outbreaks in question had been pasteurized. 
Although gross sanitary defects are nowadays infrequent, the 
need for improvement in the methods of handling and dis- 
tribution of milk and other foodstuffs, and for constant 
vigilance in water control, is evident. Specific immunization 
is only required for those particularly exposed to risk—for 
example, for those going abroad, or if the disease has been 
prevalent in a particular locality in this country and its source 
has remained unidentified. Detailed instructions are given for 
laboratory diagnosis of both cases and carriers by cultural 
and agglutination methods. The modification of the Widal 
reaction suggested by Felix, in which the blood is tested for 
Vi-antibody, is not yet regarded as a practicable procedure al 
routine diagnosis of cases or detection of carriers. 


* Ministry of Health Memorandum on Influenza. Memo. 2/Med. 
1939. -H.M. Stationery Office. (2d net) (Revised edition.) 

? Ministry of Health Memorandum on Typhoid Fever. Memo. 
225/Med. 1939. H.M. Stationery Office. (2d. net.) 
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co INFECTIOUS DISEASES AND VITAL STATISTICS 
rities: We print below a summary of Infectious Diseases and Vital Statistics in the British Isles during the week ended November 11, 1939. 
/elaire Figures of Principal Notifiable Diseases for the week and those for the corresponding week last year, for: (a) England and Wales 
dren), (London included). (b) London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 
iviére Figures of Births and Deaths, and of Deaths recorded under each infectious disease, are for: (a) The 126 great towns in England 
and Wales (including London). (b) London (administrative county). (c) The 16 principal towns in Scotland. (d) The 13 principal towns 
a a in Eire. (e) The 10 principal towns in Northern Ireland. 
A dash — denotes no cases ; a blank space denotes disease not notifiable or no return available. 
1938 1937 (Corresponding Weck) 
Disease = 
heria, (a) (b) (c) (d) (e) (a) (b) (c) (d) | (e) 
anges Cerebrospinal fever 26 1 3 l - 19 2 6 — | | 
noted, Deaths — ] 
Diphtheria . 967 16| 244 40 | 244 1,445 141 291 92) 28 
when Deaths 19 2 23 2 
Dysentery 41 4 45 36 7 21 
Deaths 1 = =: 
imary Encephi ilitis lethargica, acute 6 - 5 — - 
Za Is Deaths — 
Enteric. (typhoid and paratyphoid) fever 17 6 4 29 15 | 3 5 2 
Local Erysipelas 71 14 6 67 5 5 
ntion _ Deaths .. = 
iment Infective enteritis or diarrhoea under 2 years .. 
ealth, Deaths 38 5 15 8 2 39 8 10 3 3 
ritar - — ——-—|-—— 
fy . Measles 1,146 7 6 26 25 32 — 
ndum Ophthalmia neonatorum. 71 5 25 2 — {2 34 = 
been Deaths 
>mi0- 
apen Pneumonia, influenzal* 624 37 4 1 11 799 97 8 3 11 
Deaths (from influenza) 41 28 | 6 3 l 
sug- Pneumonia, primary 148 13 367 11 
tion. Deaths a 7 10 5 12 15 10 
bilit Polio-encephalitis, acute .. 3 _ 2 — 
y Deaths ae 
d his Poliomyelitis, acute 16 1 2 1 ] 51 3 Z 1 — 
value Puerperal fever 3 3 3 5 1| 20 3 
inder Deaths 2+ 
Puerperal pyrexia.. | 13 23 2] 168 15 25 
Deaths 
n on Relapsing rever — — 
with Deaths 
issed- 
forty Scarlet fever 1,465 36 237 96 106 | 1,887 170 | 435 69 108 
elve, Deaths | 
ized Typhus fever | = 
dis- Whooping-cough sig 867 | 27 | 3 | l |} 145 | 269 | 10 
stant Deaths 2 | 13 | 2 | 3 
Deaths (0-1 year)... 40/ 269} 42 80 27 19 
—for Infant mortality rate (per 1,000 live births) | | | 44| 34 
urce Deaths (excluding stillbirths) 4,992 | 791 | 660 | 222 131 4,237 | 781 | 586 195 123 
for Annual death rate (per 1,000 persons living) | 13.4) 14.9 11.5 10.4 | BED 10.9 
ural ee | 5,713 658 | 780 | 328 | 6,376 | 1,223 867 | 355 | 210 
_ Annual rate per 1,000. persons living | 15.8] 22.0 18.5 | 24.0 18.6 
e in Stillbirths 235: | 23 25 | 245 | 41 
_ Rate per | 000 total births (including stillborn) | 31 | 32 | 
ary * Includes primary form in figures for England ais Wales, London (administrative owas and Northern Ireland. 
Deaths from puerperal sepsis. 
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Letters, Notes, and Answers 


All communications in regard to editorial business should be 
addressed to THe EDITOR, British Mepicat JourNaL, B.M.A. 
House, Tavistock Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone, 
unless the contrary be stated. Correspondents who wish notice 
to be taken of their communications should authenticate them 
with their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published in the 
British Medical Journal must communicate with the Secretary, 
B.M.A. House, Tavistock Square, W.C.1, on receipt of. proofs. 
Authors over-seas should indicate on MSS. if reprints are 
required, as proofs are not <ent abroad. 

ADVERTISEMENTS.—AIl communications should be addressed 
to the Advertisement Manager (office hours 9 a.m, to 5 p.m.). 
Orders for copies of the Journal and communications with 
reference to subscriptions should be addressed to the Secretary, 
B.M.A. House. 

The TieLtepHone Number of the British Medical Association and 
the British Medical Journal is EUSTON 2111. 

The TELEGRAPHIC ADDRESSES are 
EDITOR OF THE BRITISH MEDICAL JOURNAL, Aitiology 

Westcent, London. 
SECRETARY, Medisecra Westcent, London. 

The address of the B.M.A. Scottish Office is 7, Drumsheugh 
Gardens, Edinburgh (telegrams: Associate, Edinburgh;  tele- 
phone 24361 Edinburgh), and of the Office of the Cumann 
Doctuiri na h-Fireann (1.M.A. and B.M.A.), 95, Merrion Square, 
W., Dublin (telephone 62550 Dublin). 


QUERIES AND ANSWERS 


Parotid Swelling in an Infant 


Mr. ReGinatp T. Payne, M.S., F.R.C.S. (London, W.), writes: The 
history of Dr. Harper's case suggests that the infant has a mild 
pyogenic parotitis. I have seen many cases of parotitis starting 
in infants of a year or under, but never one which started in 
the first few weeks of life. Such cases are described, particularly 
secondary to thrush infection of the mouth. The evidence that 
thrush itself is actually responsible for the parotitis is unproven. 
In the cases which have been under my observation the parotitis 
has always been caused either by the Streptococcus viridans or by 
the pneumococcus. If in the case recorded either of the organisms 
is the causative one the prognosis is good as to life, but the 
patient is likely to have a troublesome parotitis with recurrent 
exacerbations. In the Streptococcus viridans group the exacer- 
bations are likely to be mild, but in the pneumococcal group the 
exacerbations may be of a more acute and more serious nature, 
and may even pass on to the formation of intraglandular abscesses. 
Catheterization of the parotid duct is essential to confirm the 
bacteriological diagnosis, but this may be impossible in so small 
an infant. 


Dr. A. N. M. Davipson (Southport) writes: In your issue of 
November 18 (p. 1028) there appears a query by Dr. Colin H. 
Harper, Kenilworth, with reference to a small soft painless 
parotid swelling in an infant two and a half months old. Without 
seeing the swelling it is of course impossible to be certain, but 
the description is highly suggestive of what is known as a sucking 
pad. This is a small pad of fat occurring in the masseteric 
region, the object of which is to stiffen the cheek wall during 
suction. These pads are not at all uncommon. They are not 
to be regarded as an abnormality, and usually disappear spon- 
taneously by the time the child has reached the age of 9 months. 


Income Tax 
Medical Students’ Fees 


“P,Q.” has an income from a taxed trust fund. Can he claim 


any allowance for payment of fees as a medical student? 

*" No. Expenses can be deducted only when they are 
incurred in creating the income. This is not the case, and in fact 
the fees are rather in the nature of capital expenditure to create 
an asset. 

Allowable Expenses 


‘A. P.” inquires with regard to the expenses mentioned below. 


(a) Subscription to medical defence society—allowable. 
(b) Insurance of house property, ordinary insurance and against 
war damage—allowable so far as the insurance relates to the 
professional portion of the premises, equipment, etc. (Life assur- 
ance has, of course, special rules.) (c) Provision for “ black-out ” 
material for private house—allowable only as regards the pro- 
fessional rooms. (d) Provision of private air raid shelter—not 
allowable. 


LETTERS, NOTES, ETC. 


Fifty Years’ Survival after Fractured Spine 


Mr. Rosert JacksSon, M.B., C.M., consulting surgeon to St. Helen's 
Hospital, sends a cutting from a local newspaper which records 
the death at the age of 82 of a man who fractured his spine 
when he was 34. Had he lived one day more he would have 
been great-great-grandfather, a  great-great-grandchild being 
born the day after his death. Mr. Jackson states that the 
patient fractured his spine on November 4, 1889, and_ that 
he applied a plaster jacket to the patient by the method 
described by him in the British Medical Journal of March 3, 
1934 (p. 381). Death took place on October 25, 1939, within 
a few days of fifty years after the injury. In 1900 the patient 
commuted his claim against his employers for £25, and 
afterwards was employed for many years. 


Leaflets for Child Care 


Difficulties in reception areas have led the executive committee 
of the National Baby Week, Council (29, Gordon Square, W.C.1) 
to produce two leaflets: Think First of the Baby, to meet the 
needs of mothers who may be contemplating return home and 
of householders who are tending to fail in a sympathetic interest 
in mothers and babies; and Bed-wetting—a disorder which has 
become very much more troublesome among children of all 
ages, particularly those who have left their homes. Simultaneously 
the Health and Cleanliness Council (Aldwych House, W.C.2) 
has issued a leaflet on the care of the hair (with special reference 
to the removal of vermin). All three leaflets, prepared by 
expert advisers, can be supplied free of charge to those interested 
in the care of children, on application to the addresses given. 


‘‘ Foreign Pharmaceutical Products” 


We are informed by Fassett and Johnson, Ltd., who distribute the 
goods of A. C. Barnes Company, that one of the latter’s products 
— argyrol “—is not a foreign product but is and has been for 
years manufactured in Canada. They state that there is no diffi- 
culty at all in obtaining supplies of argyrol brand of silver 
‘vitellin and that there are ample supplies in this country to meet 
all demands. Messrs. Fassett and Johnson, Ltd., state that their 
principals have for years pointed out that their argyrol brand 
of vitellin has no substitute, and that so far as they are aware 
there is no preparation which is similar or equivalent to it. 


Dosage of Medicines 


Dr. N. Z. Kuan (Calcutta) writes: The use of universally adapted 
Arabic notation instead of the Roman is urgently called for, 
considering that the same prescriptions have often got to convey 
fractional doses in Arabic figures and integral doses in Roman. 
This is a glaring inconsistency. Works on pharmacology and 
materia medica should be urged—rather, required—to give the 
average dose of medicine admissible in a given period of time 
and the total admissible in twenty-four hours, based on factors 
of assimilation, action, and elimination. To give dosage of such- 
and-such a drug in from so many to so many grains is 
irrational and unscientific. 


Psychological Treatment Centres 


Dr. J. L. BarForp writes from the Mental Hospital, Ipswich: Is it 
not a sad reflection on the effect of modern ‘ reform ”’ in the 
treatment of the insane that your correspondent Dr. Allan A. 
Macdougall can write (November 18, p. 1020), ‘ Let us save 
such people as we can from the appalling fate of ending their 
days in a mental hospital “! (italics mine). 


Mustard Gas 


Dr. E. T. LarkuHamM (Birmingham) writes: To mitigate the ill 
effect of mustard gas and its like on the eyes immediate treat- 
ment is essential. Irrigation apparatus is rarely at hand, and in 
its absence a simple method is to open. the eyes under clean water 
in a basin or bucket or under the water of a clean stream and 
move the head briskly from side to side. 


Wanted—A Child for Adoption 


Dr. E. W. Dewey (Kingswear, London Road, Portsmouth) writes: 
A patient of mine is anxious to adopt a baby. I wonder if any 
of your readers know of any mother willing, or forced by 
circumstances, to part with hers. The child must be under 
6 months and of good stock—not from the slums—preferably 
a girl. As my patient has to return to India in a few weeks the 
matter is of some urgency. I shall be glad if any medical man 
who knows of such a child available will communicate direct 
with me. 
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